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INTRODUCING  UNIT  4 


A young  person  who  has  been  identified  as  drug-involved  needs  more  than  the 
monitoring  and  preventive  education  discussed  in  Unit  3.  S/he  needs  com- 
prehensive assessment.  The  purpose  of  comprehensive  assessment  is  to  explore 
in  detail  the  problem(s)  the  teenager  is  experiencing,  in  terms  of  both  drug  use 
and  other  life  areas,  in  order  to  develop  an  individualized  treatment  plan. 

If  you  cannot  provide  this  service  to  a particular  client,  you  should  help  him/her 
find  the  nearest  addictions  assessment  and  referral  service.  When  considering 
your  options,  remember  that  drug  use  assessment  and  treatment  do  not  have  to 
be  the  exclusive  domain  of  “experts”.  You  can  develop  these  skills. 

Whatever  your  professional  limitations,  you  will  find  the  information  in  this  Unit 
useful  in  showing  you  what  other  practitioners  in  the  field  actually  do  during 
assessment  and  treatment  planning. 

Our  approach  to  assessment  is  to  see  it  as  a process  of  investigation  with  general 
rules  and  an  array  of  available  instruments.  Within  the  step-by-step 
framework  we  present,  you  will  still  have  to  make  choices  about  the  use  of 
instruments.  We  will  discuss  and  present  several,  both  in  the  text  and  in  a special 
Instruments  Appendix,  which  appears  at  the  end  of  the  Unit.  Ideally,  the  process 
of  assessment  will  produce  mutual  understanding  between  you  and  your  chent 
about  whatever  problems  exist.  From  that  base,  shared  commitment  to  a 
treatment  plan  can  grow. 


Goals:  Unit  4 

Goals  for  Unit  4: 

• to  equip  you  to  undertake  comprehensive  drug  assessments 
with  adolescent  clients; 

• to  acquaint  you  with  a series  of  assessment  instruments  that 
can  assist  you  in  understanding  a client's  drug  use; 

• to  enable  you  to  plan  intervention  and  treatment  which  is 
tailored  to  the  specific  needs  of  each  client,  based  on  the 
results  of  yoiir  assessments. 


Everyone  who  works  with  kids  would  like  a magic  formula  for  successfully 
diagnosing  and  treating  drug  problems.  It  doesn’t  exist.  There  is  no  simple  test 
or  instrument  to  neatly  assess  and  match  kids  to  die  treatment  they  need.  Indeed, 
there  could  not  be.  The  issues  are  too  complex  and  subtle.  Professional 
judgement  remains  indispensable:  the  practitioner  is  the  most  sensitive  instru- 
ment there  can  be. 

Unit  4 assumes  your  familiarity  with  both  basic  counselling  skills  and  early 
identification  procedures,  which  were  reviewed  and  discussed  in  Unit  3. 
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EXPECTED  LEARNING  OUTCOMES 


As  a result  of  studying  the  material  in  this  Unit,  you  will  be  able  to: 

n describe  the  three  general  purposes  of  assessment; 

CH  develop  orientation  procedures  for  your  chents,  so  that  they  understand  the 
assessment  process  you  are  using; 

IZI  establish  the  nature  and  extent  of  a client’s  substance  use; 

EH  link  die  nature  and  extent  of  a client’s  problems  in  Ufe  functioning  to  his/her 
substance  use; 

CH  prioritize  a client’s  needs  and  problem  areas; 

EH  match  a client’s  profile  with  the  most  appropriate  treatment  alternative; 

E]  assist  clients  to  identify  and  commit  themselves  to  an  appropriate  treatment 
plan; 

EH  make  a referral  to  other  agencies  (if  necessary); 

EH  design  and  institute  systematic  assessment  procedures,  so  that  you  are 
collecting  baseline  data  on  all  chents. 


After  you  have  completed  this  Unit,  we  will  ask  you  to  return  to 
this  list  and  check  off  the  learning  outcomes  you  have  achieved. 
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PREVIEW  OF  TOPICS  TO  BE  COVERED  IN  UNIT  4; 

Section  1:  WHY  DO  ASSESSMENTS? 

• establishing  the  dimensions  of  drug  use  and  other  life  problems 

• treatment  planning 

• baseline  data 


Section  2:  ASSESSMENT  METHODS 

• one-to-one  interviews 

• questionnaires 

• objective  tests 

• assignments 

• conjoint  interviews 

• written  reports 


Section  3:  A STEP-BY-STEP  GUIDE  TO  ASSESSMENT 

• orienting  the  client  to  assessment 

• orienting  yourself  to  the  cUent 

• client  intake 

• the  presenting  problem 

• substance  use  history  and  current  pattern  of  use 

• problem  profile:  functioning  in  other  life  areas 


Section  4:  TREATMENT  PLANNING 

• case  management 

• detoxification 

• matching  the  client  with  the  appropriate  treatment 

• negotiating  treatment 

• the  resources  in  your  community 

• summary  of  treatment  planning  principles 
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03 

Have  your  VCR  and  tapes 
ready! 


You  should  refer  to  your 
Book  of  Readings  either 
now  or  when  you  have 
finished  the  Unit. 


ESTIMATED  WORK  TIME  AND  STUDY  TIPS 


The  estimated  study  time  for  this  Unit  is  15-20  hours,  including  the  time  you 
will  need  to  watch  the  appropriate  episodes  of  the  videotaped  case  studies  and  to 
do  the  activities.  The  recommended  study  time  reflects  the  importance  we  ascribe 
to  this  Unit  which,  along  with  Unit  3,  constitutes  the  heart  of  the  Youth  and  Drugs 
learning  package. 

We  strongly  reconunend  that  you  do  all  activities.  Educational  research  has 
shown  diat  the  active  participation  of  the  student  in  his  or  her  own  learning  process 
is  more  effective  than  passive  reading,  in  terms  of  both  comprehension  and 
retention.  Of  course,  there  may  be  some  that  are  inappropriate  for  your  needs 
or  situation,  and  you  should  use  your  judgement  in  selecting  the  most  useful. 

Begin  Unit  4 by  viewing  the  fourth  videotape  in  your  course  package.  Its  running 
time  is  about  25  minutes.  It  will  show  you  the  final  episodes  in  the  continuing 
stories  of  Danny  and  Theresa  and  the  professionals  who  are  trying  to  help  them. 
Remember  that  the  Cindy  story  ended  in  videotape  #3,  after  the  proper  identifica- 
tion of  Cindy’s  drug  use,  which  was  very  early  stage  experimental  and  required 
minimal  support  from  Ms.  Dove. 

To  review:  In  the  previous  episode  of  the  “Danny”  story,  youth  worker  Bill 
Butler  has  met  Darmy  on  the  street  van  again,  several  months  after  having  sent 
him  back  to  North  Bend.  Darmy  is  now  Uving  with  an  uncle  in  a nearby  suburb, 
but  he  is  still  involved  with  drugs.  After  an  informal  identification  interview  on 
the  streets,  Bill  decides  to  get  back  in  touch  with  Children’s  Aid  worker  Pat 
Gardiner,  to  see  if  she  can  help  Darmy  straighten  out. 

In  the  “Theresa”  story,  probation  officer  Shelley  Oakes  has  come  to  the 
realization  that  her  star  client  has  a problem  with  alcohol,  despite  her  success  in 
abstaining  from  other  drugs.  The  story  of  the  suicide  attempt  by  the  client  of  a 
colleague,  plus  the  information  she  heard  on  a radio  talk  show,  jolts  Shelley  into 
reassessing  previous  conversations  with  Theresa.  She  calls  Theresa’s  mother, 
Mrs.  Santos,  for  corroboration  of  her  new  suspicions. 

If  you  have  not  already  read  Chapter  4 by  George  and  Skinner  on  identification 
and  assessment  in  your  Book  of  Readings,  you  may  do  so  either  now  or  when 
you  have  finished  the  Unit. 
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QUESTIONS  - VIDEOTAPE  #4 

Below  you  will  find  the  questions  raised  in  videotape  #4.  There  is  extra  space  on  the  following  page  for 
your  answers. 

Danny: 

1.  Did  you  notice  the  way  Pat  Gardiner  gently  rephrased  Danny’s  answers  to  her  questions,  checking 
her  interpretations,  and  offering  her  insights? 


2.  What  family  issues  have  arisen  so  far  in  Danny’s  case?  How  do  you  think  Pat  might  address  them? 
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Section  1:  WHY  DO  ASSESSMENTS? 


In  this  Section,  we  describe  the  three  purposes 
of  assessment:  to  establish  the  dimensions  of 
drug  use  and  other  life  problems;  to  plan  for 
treatment;  and  to  collect  baseline  data. 

You  are  a busy  practitioner,  and  you  would  like  to  move  swiftly  from  the 
identification  of  a youth’s  drug  use  to  its  treatment.  Or,  your  client  is  in  urgent 
trouble  with  drugs,  and  you  feel  that  it’s  your  duty  to  seek  an  immediate  admission 
to  treatment.  These  are  understandable  feelings,  but  it  is  not  in  the  young  drug 
user’s  best  interests  for  you  to  bypass  the  comprehensive  assessment  phase. 
Assessment  provides  you  with  the  framework  for  appropriate  decision-making, 
and  will  greatly  improve  your  chances  of  providing  him/her  with  effective  help. 

There  are  three  basic  purposes  of  assessment: 


1.  to  establish  the  nature,  extent  and  severity  of  a client’s  drug  use  and  || 
other  problems; 

2.  to  develop  and  set  in  motion  a response  or  treatment  plan  which  is  || 
appropriate  and  specific  to  each  client’s  unique  circumstances; 

3.  to  collect  systematic  baseline  data  on  each  chent,  in  order  to  monitor  || 
both  individual  progress  and  the  success  of  your  approach/program  || 
overall, 


Let’s  look  at  those  purposes  in  more  detail: 

1.1  Elstablishing  the  Dimensions  of  Drug  Use  and  Its  Relation 
to  Other  Life  Problems 

Assessment  is,  firstly,  an  exploration  carried  out  by  you  and  your  client, 
sometimes  employing  a selection  of  tools  and  instruments,  to  establish  the 
specifics  of  substance  use  and  other  life  problems,  and  the  ways  they  interact 
to  disrupt  your  client’s  life.  You  need  to  know  exactly  what  you  are  dealing 
with,  and  then  you  need  to  zero  in  on  the  most  urgent  components  of  the  youth’s 
profile.  Your  primary  purpose  when  assessing  drug -involved  youth  is  to  gather 
the  information,  and  make  the  links,  necessary  to  work  out  a plan  of  remedial 
action. 

When  doing  a comprehensive  assessment  of  a young  substance  user,  you  must 
probe  not  only  the  drug  use  pattern  itself,  but  also  problems  in  the  following 
areas: 

• behaviour  patterns 


Esn 

Parents  often  want  you  to 
make  this  leap , as  you  will 
see  in  the  story  of  “Chris  ”, 
videotape  If 5, 


Purposes  of  assessment. 


Your  primary  purpose 
when  assessing  drug- 
involved  youth  is  to  gather 
the  information  necessary 
to  work  out  a plan  of 
remedial  action. 


• health  status 
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• psychiatric  history 

• social  competence 

• family  relations 

• school  adjustment 

• work  adjustment 

• peer  relationships 

• recreation 


Both  research  and  clinical  experience  have  shown  that  young  people  who  have 
problems  in  any  of  the  above  life  areas  are  at  greater  risk  of  serious  drug 
involvement  than  others.  Problems  may  precede  drug  use  and  be  one  of  its 
causes,  or  they  may  be  its  result.  In  either  case,  they  need  to  be  investigated  in 
assessment  and  addressed  in  treatment. 

A variety  of  methods  can  be  used  to  assess  the  range  and  severity  of  substance 
use  and  other  difficulties.  We  recommend  that  you  continue  to  rely  on  direct, 
unstructured  interviewing,  but  in  Section  3 of  this  Unit  we  will  discuss  a selection 
of  tools  and  instruments  which  can  also  be  employed. 


1.2  Treatment  Planning 

Assessment  is,  secondly,  an  examination  of  the  alternative  courses  of  action 
leading  to  behaviour  change  and  wellness  which  are  appropriate  for,  and  available 
to,  a particular  young  person.  Your  plan  for  treatment  should  be  based  on  what 
you  and  your  client  together  have  concluded  about  the  following: 

• adolescent  developmental  factors; 

• the  nature  and  severity  of  drug  use; 

• the  nature  and  severity  of  problems  in  other  fife  areas; 

• readiness  for  change; 

• previous  treatment  experiences; 

• social  and  environmental  support. 


Appropriate  matching 
will  lead  to  a youth ’s  suc- 
cessful follow-through, 
goal  attainment  and  be- 
haviour change. 


Adolescent  drug  users  will  demonstrate  all  combinations  and  variations  of  these 
factors.  Each  one  needs  an  individual  treatment  plan,  matched  to  his/her  problem 
profile.  Appropriate  matching  will  increase  the  probability  of  the  youth’s 
successful  follow-through,  goal  attainment  and  behaviour  change.  The  client 
must  be  an  active  participant  in  each  step  of  the  process,  in  order  to  secure  his/her 
ultimate  commitment  to  the  plan. 


In  order  to  make  sure  that  you  are  getting  the  most  from  this  Unit, 
please  turn  to  page  4-14  and  complete  ACTIVITY  4. 1 before  going 
on  with  this  Section. 
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1.3  Baseline  Data 

Assessment  is,  thirdly,  a data-gadiering  process.  The  data  provides  the  basis  for 
individual  client  and  program  evaluation,  and  for  further  analysis  of  the 
adolescent  drug-using  population  as  a whole. 

• A record  of  the  nature  and  severity  of  problems  assessed  at  the  time  of  first 
interview  or  intake  allows  both  you  and  the  young  drug  user  to  see  progress 
and  change  over  time.  You  may  want  to  compare  assessment  information 
and  test  results  at  several  points  in  treatment  and  aftercare.  In  Unit  5,  we 
will  further  discuss  the  importance  of  this  kind  of  monitoring  throughout  the 
client  contact  period. 

• The  routine  collection  of  data  describing  your  client  population  and  the 
results  obtained  from  particular  treatment  approaches  allows  you  and  your 
agency  to  see  what  is  working  for  whom.  This  is  particularly  important 
given  the  present  underdevelopment  of  treatment  services  for  young  drug 
users,  when  discouraged  practitioners  often  fret  that  “nothing  works”.  (See 
“Evaluation”  in  Unit  5 for  further  details.) 

• The  information  you  collect  could  also  contribute  to  the  creation  of  a 
provincial  or  national  data  base,  which  would  centralize  information  on 
many  adolescents  over  time  and  across  provinces,  agencies  and  institutions. 
An  expanded  data  base  on  adolescent  drug  use  in  Canada  would  be  very 
useful  to  all  health  and  related  professionals  who  are  interested  in  furthering 
our  understanding  of  this  population,  their  demographic  characteristics,  drug 
use  patterns  and  functioning  in  other  life  areas  and  in  the  evaluation  of 
particular  assessment  instruments  which  have  not  been  systematically  tested 
on  youth.  Comparative  data  along  these  lines  could  contribute  to  policy 
development,  and  to  the  development  of  appropriate  treatment  facUities  and 
resources. 

In  summary,  the  ultimate  goal  of  comprehensive  assessment  is  to  assist  you  in 
making  the  best  possible  match  between  the  needs  of  the  youth  and  the  available 
treatment  resources  in  your  community.  A secondary  goal  is  to  build  up  a data 
base  which  could  be  used  for  evaluation  and  pohcy  development  purposes. 


1X1 

Shelley  Oakes  ’ use  of  a 
second  alcohol  use  test  with 
Theresa  is  an  example  of 
this  function. 
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ACTIVITY  4.1 

1.  Review  the  videotaped  case  studies  of  Cindy,  Danny,  and  Theresa.  For  these  young  drug  users, 
describe  at  least  three  significant  features  of  their  drug  involvement  and/or  life  situation  that 
differentiate  their  cases  from  one  another.  Refer  to  the  dimensions  discussed  in  the  text: 

• adolescent  developmental  factors; 

• the  nature  and  severity  of  drug  use; 

• the  nature  and  severity  of  problems  in  other  hfe  areas; 

• readiness  for  change; 

• previous  treatment  experiences; 

• social  and  environmental  support. 


2.  Relate  your  observations  to  preliminary  ideas  you  may  have  about  appropriate  treatment.  (You 
should  return  to  this  exercise  and  re-evaluate  these  ideas  after  you  have  completed  the  Unit.) 
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Section  2:  ASSESSMENT  METHODS 


In  this  Section,  we  will  briefly  describe  the  array 
of  possible  methods  for  gathering  necessary 
information: 

• one-to-one  interviews, 

• questionnaires, 

• objective  tests, 

• assignments, 

• conjoint  interviews, 

• written  reports. 


2.1  One-to-One  Interviews 


Many  adolescents  are  reluctant  to  disclose  feelings  and  problems  in  groups, 
especially  in  the  initial  stages  of  contact.  For  this  reason,  one-to-one  interviews 
are  the  norm  in  the  beginning  of  work  with  a new  client.  They  provide  the  crucial 
foundation  for  rapport  and  trust.  Such  interviews  may  follow  a structured 
schedule  or  guide,  but  with  youth  it  is  usually  best  to  conduct  informal  discussions 
first  — perhaps  several. 

Informal  discussion  gradually  builds  trust,  and  provides  opportunities  for  insight 
and  feedback,  while  the  use  of  structured  questioning  and  instruments  adds  focus 
and  consistency  to  the  assessment  process.  The  ideal  assessment  process  has  a 
balance  of  these  components. 


N.B.  The  first  instrument  in 
the  Appendix  is  an  Initial  As- 
sessment Report  worksheet, 
which  you  can  use  as  a guide 
to  informal  discussion  and  to 
your  fined  report  of  assess- 
mentfindings. 


^ COUNSELLOR’S  TIPS 

' • You  can  encourage  disclosure  by  (1)  explaining  how  infor- 

mation will  be  used,  and  (2)  stressing  and  explaining  con- 
fidentiality. 

^ • It  is  useful  to  observe  the  youth’s  nonverbal  behaviour  as 

' s/he  talks.  Try  to  connect  moments  of  anger,  hostility, 
frustration,  enthusi^m^  etc.  with  the  content  of  the  interac- 
' tion  at  the  time.  This  may  give  you  more  insight  into  what 
is  really  going  on  than  the  words  being  said. 


2,2  Questionnaires 

Questionnaires  are  an  efficient  way  to  collect  basic  information  such  as 
demographic  (background)  data.  As  well,  questionnaires  can  provide  structure 
and  consistency  to  the  assessment  process.  Clients  who  are  not  self-aware  or 
verbal  may  respond  better  to  questionnaires  than  one-to-one  interviews. 

Questionnaires  may  be  self-  or  therapist-administered.  If  they  are  self- 
administered,  clients  should  be  in  a quiet  room  with  access  to  the  counsellor  in 


4 - 16 


UNIT  4:  ASSESSMENT 


See  the  chapter  by  Margo 
George  and  Harvey  Skin- 
ner in  your  Book  of  Read- 
ings. 


case  clarification  is  needed.  You  should  investigate  reading  and  writing  ability 
before  asking  a youth  to  complete  a questionnaire  on  his/her  own. 


: COUNSELLOR’S  TIP 

Many  adolescents  are  interested  in  computers,  and  find  com- 
^ puterized  assessment  methods  attractive.  Two  such  assessment 
instruments  are  the  Inventory  of  Drug-Taking  Situations  (H.M. 

Annis  & G.  Martin,  1985)  and  the  Lifestyle  Assessment  Question-  || 
noire  (H.A.  Skinner,  1987).  They  can  be  obtained  from  the  || 
Addicticm  Research  Foundation  of  Ontario.  For  further  discus-  || 
sion  of  these  and  other  instruments,  see  the  chapter  by  Margo  i|| 
George  and  Harvey  Skinner  in  your  Book  of  Readings. 



2.3  Objective  Tests 

Objective  measurement  of  substance  use  by  youth  is  still  in  the  developmental 
stage.  At  the  present  time,  there  are  few  instruments  with  established 
psychometric  properties  designed  specifically  for  young  drug  users.  In  any  case, 
no  test,  however  well  established,  can  produce  results  that  stand  on  their  own 
without  interpretation  in  the  hght  of  other  information. 

We  recommend  that  objective  tests  be  used  only  in  conjunction  with  other  methods 
of  information  gathering.  Specific  instruments  will  be  recommended  in  Section 
3 of  this  Unit. 

2.4  Assignments 

Assignments  for  completion  between  interviews  are  a very  useful  way  of  giving 
your  chent  time  to  be  more  thoughtful  and  reflective  about  his/her  hfe  and  present 
circumstances.  Exercises  such  as  keeping  a diary  (written  or  on  tape)  or 
describing  a typical  day  are  excellent  sources  of  information,  and  keep  the  youth 
focussed  on  the  assessment  process  between  interviews. 

2.5  Conjoint  Interviews 

One  of  the  purposes  of  the  assessment  process  is  to  identify  all  those  who  have 
the  potential  to  motivate  and  support  the  youth  once  treatment  and  change  start 
to  occur.  If  s/he  is  in  school,  it  may  be  useful  to  involve  educators  or  school 
personnel.  Similarly,  it  is  worth  considering  the  benefits  of  involving  co-workers 
or  superiors,  girlfriends  or  boyfriends,  as  well  as  family  members. 

Of  course,  friends  and  family  members  do  not  always  fit  into  the  “support” 
category.  The  youth’s  alcohol  and  drug  problems  may  involve  them  deeply  and 
directly.  An  assessment  should  try  to  identify  and  consider  people  in  your  chent’s 
social  environment  who: 
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• are  directly  affected  by  the  client’s  use  of  alcohol/drugs; 

• are  contributing  to  the  chent’s  problems. 


COUNSELLOR’S  TIP 

• Consider  the  possibihty  of  tapping  less  obvious  sources  of  || 
insight  and  support,  e.g.  grandparents. 

• Where  families  are  seen  to  be  part  of  the  problem,  it  is  || 
desirable  to  conduct  a family  assessment,  which  we  will  say  || 
more  about,  pages  4-28  to  4-30. 


Where  appropriate,  these  individuals  need  to  be  provided  with  proper  informa- 
tion, insight  and  understanding  in  order  to  contribute  to  the  chent’s  progress. 
They  may  need  to  be  involved  in  a family  counselling  process  in  order  to  modify 
family  dynamics  that  are  dysfunctional  for  your  client. 


Family  assessment  is  dis- 
cussedfurther  in  Section  3 of 
this  Unit,  and  in  Oiapter  6 of 
your  Book  of  Readings. 


If  the  adolescent  is  already  involved  with  other  professionals,  as  is  often  the  case, 
it  is  important  that  they  be  consulted,  to  ensure  a coordinated  and  consistent 
approach  to  assessment  and  later,  to  intervention. 


2,6  Written  Reports 

When  a chent  has  been  or  is  currently  involved  with  another  helping  agency,  you 
should  obtain  a written  assessment  report  or  discharge  summary.  The  chent  must 
consent  to  the  release  of  this  information. 
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Clients  need  to  know  what  is 
expected  of  them,  and  what 
to  expect  from  you. 


See  the  chapter  by  Solomon 
and  Usprich  in  your  Book 
of  Readings  for  a more 
detailed  discussion  of  con- 
fidentiality. 


Section  3:  A STEP-BY-STEP  GUIDE  TO  ASSESSMENT 


In  this  Section,  you  will  learn  how  to: 

• orient  a young  drug  user  to  the  assess- 
ment process; 

• use  a standardized  client  intake  process; 

• establish  a youth ’s  substance  use  history 
and  present  consumption  patterns; 

• establish  the  profile  of  a youth ’s  problems 
in  major  life  functioning  areas; 

• explore  basic  issues  of  family  assessment. 

3.1  Orienting  the  Client  to  Assessment 

As  part  of  the  initial  interview  it  is  important  that  you  orient  the  adolescent  to  the 
assessment  process.  For  some,  it  will  be  the  first  time  they  have  come  in  contact 
with  a professional  care-giver,  and  they  may  have  no  idea  what  is  expected  of 
them,  or  what  they  can  expect  from  you. 

Some  young  drug  users  may  have  preconceived  ideas  about  drug  treatment,  based 
on  what  they  have  heard  from  other  teenagers  or  seen  on  television.  Their  ideas 
may  be  unrealistic:  they  may  expect  to  be  “taken  care  of” , as  in  a typical  medical 
facility,  or  they  may  fear  a punitive  and  coercive  approach.  It  is  therefore 
important  to  explain  simply  that: 

• Before  drug  treatment  can  begin,  you  need  a thorough  understanding  of  each 
client  in  order  to  determine  his/her  particular  treatment  needs. 

• Assessment  is  a co-operative  process  in  which  client  and  counsellor  explore 
the  extent  of  a client’s  drug  use  and  functioning  in  other  life  areas,  as  a basis 
for  initiating  the  change  process. 

• Assessment  requires  the  youth’s  active  participation,  and  ultimate  respon- 
sibility. Your  role  is  to  lead  and  help  him/her  through  the  process. 

You  should  cover  the  following  points  in  the  orientation: 

• The  duration  of  the  assessment:  Let  your  client  know  how  long  you  expect 
assessment  to  take,  how  often  you  will  meet,  and  the  length  of  meetings. 
The  usual  requirement  is  for  one  to  four  two-hour  sessions,  although  in 
practice  the  youth’s  ability  to  provide  information  easily  and  clearly  will 
determine  duration. 

• The  content  of  the  assessment:  You  should  provide  a brief  overview  of 
the  various  life  areas  that  you  will  explore,  and  explain  that  you  will  be 
using  written  questionnaires,  assignments  and  discussion  to  establish  neces- 
sary information.  Probe  for  any  concerns  the  youth  may  have  regarding 
his/her  verbal  or  written  communication  skills,  and  work  out  strategies  to 
help  him/her  compensate. 

• Confidentiality:  Probe  and  address  any  concerns  that  the  youth  may  have 
about  confidentiality,  and  state  clearly  your  obligation  to  respect  whatever 
your  client  tells  you.  Inform  him/her  of  the  limits  to  client-counsellor 
confidentiality  so  that  there  will  be  no  unpleasant  surprises  if  these  arise. 
These  limits  include  your  obligation  to:  (1)  report  suspected  child  abuse,  (2) 
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take  action  to  prevent  a suspected  suicide  or  homicide,  and  (3)  provide 
information  when  subpoenaed  by  the  courts.  Remind  each  client  that  s/he 
may  choose  not  to  discuss  any  subject  matter  that  may  be  incriminating  to 
him/herself  or  others. 

• Discuss  the  possible  need  to  involve  significant  others  such  as  parents, 
school  authorities,  probation  officers,  physicians,  etc.  Make  each  client 
aware  of  his/her  right  to  provide  or  withhold  consent  when  such  involvement 
is  suggested. 

Other  issues  to  be  addressed  in  orientation  are: 

• the  cost  of  your  services  (if  any); 

• additional  services  that  are  available  to  the  youth  between  ap- 
pointments in  case  of  crisis; 

• any  questions  and  concerns  posed  by  the  youth; 

• what  comes  after  assessment. 


COUNSELLOR’S  TIP 


You  should  set  up  the  expectation  that  clients  not  use  drugs  for  || 
12  to  24  hours  prior  to  appointments  with  you,  so  that  sessions 
will  not  be  distorted  by  the  acute  effects  of  drugs.  Most  young  || 
drug  users  are  able  to  comply  with  tibis  expectation  if  it  is  made  || 
clear.  For  those  few  who  are  unable  to  comply,  a pericxi  of 
detoxification  just  prior  to  or  during  the  assessment  process  may  p 


be  needed. 


At  the  end  of  an  orientation  session,  the  youth  should  understand  the  following: 

• your  focus,  your  areas  of  expertise  and  your  limitations  (and  if 
appropriate,  those  of  your  agency); 

• the  steps  in  the  assessment  process; 

• the  expectations  you  have  of  the  youth; 

• your  procedures  with  respect  to  confidentiahty; 

• your  procedures  for  interacting  with  family  and  significant  others; 

• your  agency’s  relationship  to  other  youth  services; 

• the  benefits  to  the  youth  of  becoming  a client  of  yours,  or  your 
agency’s. 


See  the  chapter  by  Solomon 
and  Usprich  in  your  Book 
of  Readings  for  more  on  the 
issue  of  consent  to  release 
information. 
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3.2  Orienting  Yourself  to  the  Client 


You  will  find  a form  on 
pages  4-51  to  4-54  to  use  as 
an  overall  guide  to  assess- 
ment, or  as  a final  report 
form. 


After  the  youth  is  clear  and  comfortable,  move  on  to  estabhsh  his/her  immediate 
situation. 

The  first  thing  to  find  out  is  whether  s/he  is  in  a state  of  crisis.  A “crisis”  is  an 
acute  state  of  physical  or  emotional  stress  such  that  the  youth  cannot  cope  with 
his/her  inunediate  problem(s),  and  in  some  cases  may  be  a danger  to  him/herself 
or  others.  If  such  a state  does  exist,  you  must  assist  the  client  to  deal  with  it 
before  conducting  the  comprehensive  assessment.  This  clears  the  way  for  a more 
productive  assessment,  and  establishes  your  flexibihty  and  responsiveness. 


Crisis  management  can  be 
a necessary  diversion  at 
any  time  during  the  assess- 
ment process,  whenever 
problems  arise  that  are  of 
immediate  concern  to  the 
youth. 


COUNSELLOR’S  TIP 

Some  indicators  of  extreme  stress  are: 

• physical  agitation, 

• inaccurate  verbal  “following”, 

• lack  of  concentration, 

• rapid  mood  swings,  ^ 

• extreme  q^athy, 

• disengagement  and  wididrawal  from  the  interview  || 
process. 


A second  issue  to  address  is  the  state  of  mind  of  the  young  drug  user.  This  may 
be  affected  by  the  manner  in  which  s/he  has  come  to  your  office:  voluntarily  or 
under  coercion,  self-referred  or  referred  by  another  agency  or  professional. 

It  is  common  for  an  adolescent  substance  user  to  be  forced  into  assessment  and 
treatment  by  adult  authority  figures,  including  parents,  school  authorities,  and 
the  courts.  It  is  important  for  you  to  know  these  circumstances,  accept  them  and 
work  with  their  effects  on  the  youth.  If,  for  example,  s/he  has  been  ordered  by 
the  courts  or  is  being  coerced  by  his/her  employer  to  seek  treatment,  you  should 
at  minimum: 

• acknowledge  the  fact; 

• enpathize  with  the  adolescent’s  emotional  state  (most  likely  anger 
and  frustration); 

• explore  the  issue  at  once,  or  contract  with  the  youth  to  do  so  at 
a later  time; 

• encourage  the  youth  to  express  his/her  feelings  about  the  situa- 
tion; 

• validate  these  emotions  as  being  appropriate,  or  at  least  under- 
standable under  the  circumstances. 
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COUNSELLOR’S  TIPS 

• When  dealing  with  a mandatory  referral,  it  is  often  helpful  ii 
to  offer  the  client  as  many  choices  among  the  range  of  |i| 
options  which  you  control  as  you  can.  This  may  help  || 
alleviate  die  frustration  of  the  coercive  situation. 

• It  is  quite  common  for  adolescent  clients  to  show  up  for  i| 

don’t  think  they  have  a drug  problem  || 
but  others  (court,  family,  school)  imagine  that  they  do. 
They  are  undergoing  assessment  and  treatment,  not  because  || 
they  want  help  With  their  drug  use,  but  to  avoid  negative  || 
consequences  — e.g.  breach  of  prol:«tion>  parental  punish- 
ment, suspension  from  school.  Comphance  in  order  to  || 
avoid  negative  consequences  is  a valid  starting  point  for  the  || 
client,  and  you  should  indicate  yOur  willingness  to  help 
himylier  meet  those  external  expectations.  The  assessment  || 
itself  will  establish  whether  a drug  problem  does  or  does  not  i| 
exist.  il 


In  the  “Theresa  " story,  it  was 
her  boyfriend's  concern  that 
provided  one  of  the  starting 
points  in  her  assessment  M^ork 
with  Shelley  Oakes, 


The  third  area  to  explore  during  the  orientation  interview  is  the  adolescent’s 
current  perspective  on  drug  use.  Often  teenagers  believe  that  certain  drugs  are 
“not  really  dangerous”,  or  that  adults  have  an  overly  morahstic  view  about  drug 
use  that  they  may  reject.  You  should  be  alert  to  your  chent’s  values  and  attitudes 
from  the  outset,  and  react  in  a way  that  is  supportive,  but  without  “buying  into” 
his/her  views  or  behaviour.  It  is  almost  always  unproductive  to  argue  about  drug 
use.  Instead  you  should  proceed  with  the  assessment  and  treatment  steps,  which 
are  designed  to  gradually  change  behaviour,  leaving  values  to  one  side. 


h arder  to  rriake  sure  that  you  most  from  this  Unit, 

please  turn  to  page  4-32  and  complete  ACTIVITY  4.2  before  going 
on  with  this  Section. 


3.3  Client  Intake 


After  orienting  your  client  to  assessment  and  yourself  to  the  chent,  it  is  time  to 
start  the  information  gathering  process  in  earnest.  The  first  step  is  to  elicit  and 
record  basic  personal  data.  Information  should  be  recorded  in  a standardized 
manner,  using  an  intake  form  which  can  be  completed  either  by  the  client 
him/herself,  or  by  you  as  practitioner.  You  will  find  an  example  of  a therapist- 
administered  intake  form  in  the  Instrument  Appendix,  pages  4-55  and  4-56. 


The  first  step  . . . 
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The  second  step  . . . 


COUNSELLOR’S  TIPS 

• The-self  report  may  be  a good  way  to  begin  every  session,  ,,,, 
allowing  the  client  to  focus  in  on  what  is  happening  and  you  || 
to  connect  with  his/her  current  state  of  mind  and  situation.  || 
Similarly,  you  may  want  to  end  each  session  with  a review 

of  your  client’s  demonstrated  strengths  and  progress,  as  a 
reinforcement  of  each  step  in  the  change  process. 

• Self-reports  can  change  from  session  to  session  as  the  youth 
tests  out  his/her  developing  ideas.  Be  careful  not  to  jump 

to  the  conclusion  that  your  client  is  lying  to  you  or  manipulat-  |i| 
ing  you.  Generally,  clients  are  prepared  to  be  honest  about  || 
their  drug  use  if  they  feel  that  there  will  be  no  negative  |i| 
consequences  associated  with  their  disclosures. 

• For  adolescents,  it  can  be  difficult  to  achieve  adult-style  || 

consistency.  Inconsistencies  are  signals  that  should  be  ||| 
explored.  Be  careful  to  broach  them  in  a non-threatening 
manner.  li 


Danny  and  Theresa  were  not 
concerned  about  dieir  drug 
taking,  until  it  was  hooked  to 
aspects  of  their  Jives  which 
they  were  concerned  about. 


3.4  The  Presenting  Problem 

The  next  step  is  to  establish  the  presenting  problem.  Why  has  the  youth  come 
to  you?  What  does  s/he  think  his/her  problem  is? 

Ask  for  a self-report  — a description  of  the  immediate  issue(s)  and  surrounding 
circumstances  in  the  client’s  own  words  — even  if  you  have  received  information 
from  a referral  or  other  knowledgeable  source.  Assessment  (and  treatment)  of 
an  adolescent  client  will  be  ineffective  unless  they  begin  with  his/her  own 
perspective,  which  may  differ  significantly  from  that  of  an  observer,  especially 
an  authority  figure  or  involved  party. 

Some  young  people  may  start  from  the  premise  that  their  use  of  drugs  is  their 
main  problem,  while  others  may  focus  on  issues  such  as  school  failure,  probation 
orders,  indebtedness,  or  family  conflict.  You  should  acknowledge  the  problem 
as  the  client  sees  it,  and  make  plans  to  deal  with  whatever  seems  pressing  to 
him/her.  At  the  same  time,  steer  steadily  toward  a thorough  investigation  of  both 
drug  use  and  general  life  flmctioning  (discussed  below),  so  that  the  full  dimensions 
and  interrelations  of  drug  use  can  be  established. 
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3.5  Substance  Use  History  and  Current  Pattern  of  Use 

The  key  to  treatment  planning,  and  therefore  the  prime  objective  of  assessment, 
is  simply  to  establish  the  facts  of  substance  use,  past  and  present.  Why  is  that 
so  important?  For  you  as  practitioner,  you  must  know  what  you  are  dealing  with 
in  order  to  work  out  an  appropriate  response.  For  the  client,  it  can  be  a reUef  to 
“come  clean”  about  drug  use  in  a non-judgemental  context.  The  real  pattern  and 
intensity  of  a client’s  use  may  be  obscured,  either  by  his/her  own  mythology 
about  use  (under-stated  or  exaggerated,  depending  on  the  cUent),  or  the  responses 
of  family  and  friends  (including  over-reaction  and/or  under-reaction).  A 
straightforward  factual  assessment  of  the  history  and  current  pattern  of  use  can 
clarify  the  situation,  and  provide  a sound  foundation  for  treatment. 


In  order  to  make  sure  that  you  are  getting  the  most  from  this  Unit, 
please  turn  to  page  4-33  and  complete  A C TIVITY  4.3  before 
going  on  with  this  Section. 


It  is  likely  that  the  drug  use  patterns  of  your  chent  will  have  changed  over  time, 
and  past  use  may  hold  clues  to  the  present  or  the  future.  The  range  of  drugs  used 
over  time  is  one  indicator  of  the  seriousness  of  your  chent’ s involvement.  An 
account  of  periods  of  past  abstinence  or  reduced  use,  and  how  they  were  achieved, 
may  yield  insights  about  how  to  intervene  now. 

The  “Current  Alcohol  and  Drug  Use  History”  form  used  by  the  Youth  Clinic 
of  the  ARF  is  included  in  your  Instruments  Appendix,  pages  4-57  and  4-58,  as 
a guide  for  this  step  in  the  assessment  process.  Some  of  its  elements  are  discussed 
below: 

• Substances  Ever  Used:  When  taking  a youth  substance  use  history,  it  is 
important  to  examine  all  the  substances  used,  including  alcohol,  street  drugs, 
tobacco  and  medications.  Any  chemical  use  has  the  potential  to  be 
problematic.  It  may  be  helpful  to  have  a hst  of  drug  categories  in  front  of 
you,  and  to  go  down  the  list,  asking  about  the  specific  drugs  used  in  each 
category.  One  list  that  you  might  find  useful  appears  on  the  next  page. 
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Note  that  the  second  page  of 
this  form  is  for  information 
about  alcohol  consumption. 
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DRUG  LIST  1 

ALCOHOL  - 

beer,  wine,  liquor,  bitters,  etc.  | 

CANNABIS  - 

marijuana,  pot,  grass,  sensi,  hashish,  | 
hash  oil,  etc. 

HALLUCINOGENS  — 

LSD,  MDA,  PCP^  mescaline,  magic  | 
mus^ooms,  etc.  | 

OPIATES  — 

heroin,  methadone 

1 SEDATIVES,  HYPNOTICS  — 

barbiturates,  sleeping  pills,  downers, 
Quaaludes,  etc. 

TRANQUILLIZERS  — 

Valium,  Librium,  Halcion,  etc.  | 

COCAINE  — 

crack,  rock  | 

SOLVENTS  — 

glue,  gasoline,  contact  cement,  Pam, 
etc.  1 

STIMULANTS  - 

uppers,  bennies,  speed,  Dexedrine,  | 

diet  pills,  etc.  | 

TOBACCO- 

cigarettes,  cigars,  pipes,  snuff,  chew-  ^ 
ing  tobacco  | 

OTHER  NARCOTICS— 

codeine,  Demerol,  Percodan,  Talwin,  | 
morphine,  etc.  i 

• Age  of  First  Use:  The  age  of  first  use  for  each  substance  provides 
information  on  the  developmental  sequence  of  the  pattern  of  use.  The  earlier 
a youth  starts  a substance,  the  greater  the  potential  for  problematic  use. 

• Last  Use:  The  date  and  time  of  last  use  can  affect  the  pace  and  strategies  you 
employ  in  the  interview.  For  example,  if  the  youth  used  an  hour  before  the  session, 
you  may  want  to  observe  his/her  behaviour  in  the  substance-induced  state,  aiKl 
arrange  to  see  him/her  another  time  for  data  collection.  (Note:  you  will  need  to 
record  this  separately,  as  there  is  no  space  for  it  cm  the  History  form.) 

• Number  of  Days  Used  in  Past  3 Months:  For  most  clients,  the  past  three 
months  provides  a good  frame  of  reference  for  reconstruction.  For  clients 
who  have  recently  stopped  using,  or  who  have  drastically  reduced  their  use, 
you  should  look  at  the  months  of  heavier  use  preceding  reduction,  as  well 
as  the  current  pattern.  If  abstinence  has  been  achieved  for  any  drug,  you 
will  want  to  explore  and  reinforce  the  accomplishment. 


For  cui  example,  review  the 
final  interview  that  Shelley 
Oakes  conducts  with  Theresa, 
videotape  M. 


' COUNSELLOR’S  TIP 

Clients  may  have  trouble  recalling  the  events  and  details  of  past  ||| 
use.  You  can  jog  their  memories  by  helping  them  to  think  back.  || 
Ask  questions  about  surrounding  circumstances,  such  as:  what  || 
' grade  were  you  in  when...,  or,  who  were  you  with  when....  || 
. Don’t  take  “I  don’t  know”  for  an  answer. 
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• Current  and  Past  Problem  Uses:  Having  established  the  pattern  of  use  in 
the  past,  you  will  be  able  to  make  comparisons  with  current  use.  The  present 
pattern  may  not  be  typical.  For  example,  a youth  who  comes  for  an 
assessment  of  cocaine  use  may  have  had  a problem  with  cannabis  before 
starting  cocaine.  The  cannabis  could  resurface  as  a problem  once  the 
cocaine  is  stopped.  Knowing  the  pattern  of  previous  use,  including  periods 
of  abstinence,  can  also  provide  valuable  information  about  what  has  worked 
for  the  client  in  the  past  to  help  him/her  stop  using  particular  substances, 
either  on  his/her  own  or  in  treatment. 


COUNSELLOR'S  TIP 

If  the  youth  has  reduced  use  in  the  past  3 months,  it  is  a good 
indication  that  s/he  is  ready  for  change.  Self-initiated  behaviour 
change  is  a good  predictor  of  successful  treatment. 


• Mode  of  Administration:  The  mode  of  administration  of  each  substance 
should  be  included  in  the  assessment,  as  well  as  the  social  circumstances 
(does  the  youth  use  alone  or  with  other  people?).  If  needle  use  is  involved, 
ask  about  sharing,  and  provide  information  about  the  risk  of  contracting 
hepatitis  B or  the  HIV  infection  from  contaminated  needles. 

• Quantity  (Dose)  and  Frequency:  For  more  information  on  how  to 
estimate,  see  Unit  5,  page  5-25. 

• Treatment  History:  It  is  useful  to  learn  details  of  your  client’s  past 
treatment  experiences.  In  part,  this  information  will  indicate  which  inter- 
ventions have  been  helpful  in  the  past,  and  warn  you  off  unhelpful  courses 
of  action. 

As  well  as  recording  the  information  on  the  Current  Alcohol  and  Drug  Use 
History  form,  you  should  estabhsh  two  other  things: 

• Preference  Order:  The  “drug  of  choice”  is  not  always  the  one  most  heavily 
used,  but  it  is  generally  the  hardest  for  the  user  to  give  up.  By  identifying 
the  underlying  preference  order,  you  will  see  which  drug  will  provide  the 
strongest  urges  to  use,  and  can  sharpen  your  focus  on  that  substance. 

• Problem  Order:  Ask  your  chent  to  rank  his/her  drugs  in  terms  of  the 
severity  of  problems  they  cause  him/her.  Sometimes  an  individual  substance 
is  seen  to  be  the  problem,  and  other  times  it  is  the  entire  pattern  of  use. 
Whatever  the  youth  acknowledges  as  his/her  primary  concern  is  usually  the 
place  to  start  setting  drug  use  goals  (see  Section  1 of  Unit  5). 

Standardized  measures  which  you  may  use  to  help  you  assess  the  severity  of  a 
chent’s  current  drug  involvement  include  the  Drug  Abuse  Screening  Test  (DAST) 
and  the  Alcohol  Dependency  Scale  (ADS)  — although  these  tools  have  not  been 
widely  tested  with  adolescents,  and  you  should  be  cautious  in  interpreting  their 
results.  Information  about  these  two  instruments  is  summarized  on  pages  4-59 
and  4-60  in  the  Instruments  Appendix. 
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The  fourth  step  . . . 


The  D USI  is  an  excellent 
instrument  for  conducting 
drug  assessments  with 
youth. 


In  addition,  you  may  wish  to  investigate  the  types  of  personal  mood  states  and 
interpersonal  situations  in  which  your  client  consumes  alcohol  and  other  drugs 
using  the  Inventory  of  Drug-Taking  Situations  (IDTS),  which  is  described  in  the 
Instruments  Appendix,  page  4-61. 


3.6  Problem  Profile:  Functioning  in  Other  Life  Areas 

The  next  step  is  to  assess  the  youth’s  level  of  competence  in  managing  his/her 
everyday  hfe.  Your  goal  is  to  make  a preUminary  identification  of  the  problems 
in  life  functioning,  and  to  sketch  out  their  diversity,  complexity  and  magnitude. 
They  will  not  be  addressed  in  detail  until  the  treatment  phase  (Unit  5),  when  they 
become  the  starting  point  for  establishing  the  cUent’s  goals  for  change. 

As  a starting  point,  you  may  want  to  ask  the  youth  to  provide  a quick 
self-evaluation.  The  “Life  Functioning  Scale”  in  the  Instruments  Appendix  (page 
4-62)  will  assist  him/her  to  make  an  assessment  which  is  both  quantitative  and 
comparative,  and  thus  help  you  determine  relative  problem  severity.  When  the 
youth  has  completed  the  Life  Functioning  Scale,  you  will  want  to  investigate  each 
area  more  thoroughly,  probing  to  see  why  s/he  has  made  each  of  his/her 
sel  f-assessments . 

To  help  you  investigate  these  areas  of  life  functioning,  we  recommend  that  you 
follow  the  guidelines  provided  in  the  Drug  Use  Screening  Inventory  (DUSI), 
which  you  will  find  reproduced  in  your  Instruments  Appendix,  pages  4-63  to 
4-74.  The  DUSI  is  a recent  contribution  to  the  field  of  adolescent  drug  assessment 
developed  by  Dr.  Ralph  Tarter  of  the  University  of  Pittsburgh  School  of 
Medicine,  and  funded  by  the  National  Institute  on  Drug  Abuse  (NIDA).  It  is 
described  by  its  author  as  a vahd  and  clinically  relevant  instrument  for  systemati- 
cally evaluating  adolescents  with  known  or  suspected  substance  abuse  problems. 
He  prescribes  its  use  as  a complete  and  self-contained  assessment  protocol  with 
clear  implications  for  treatment  planning. 

The  DUSI  assesses  problems  in  ten  “domains”: 

• Drug  Use  and  Drug  Consequences  (which  is  similar  to  the  Current 
Alcohol  and  Drug  Use  History  form,  discussed  in  the  previous 
Section) 

• Behaviour  Patterns 

• Health  Status 

• Psychiatric  Disorders 

• Social  Competence 

• Family  System 

• School  Performance/ Adjustment 

• Work  Adjustment 

• Peer  Relationships 

• Recreation. 

The  ten  domains  were  selected  on  the  basis  of  two  criteria:  (1)  the  processes 
measured  are  known  to  contribute  to  sustaining  drug  use  behaviour,  and  (2)  the 
identified  areas  of  life  functioning  are  amenable  to  intervention  and  treatment. 

You  should  also  ask  about  sexual  experience,  which  is  a priority  area  in  assessing 
the  overall  adjustment  and  health  status  of  young  people: 
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• general  sexual  activity  may  be  discussed  under  the  DUSI  domain 
of  “social  competence”; 

• sexually  transmitted  diseases  may  be  probed  under  “health  status” 
(see  below); 

• sexual  abuse  may  be  raised  (very  gently)  under  “family  system” 
(see  below). 

In  discussions  after  you  have  administered  one  or  both  of  these  instruments,  spend 
more  time  on  the  domains  in  which  your  client  indicates  problems,  but  do  not 
forget  to  discuss  strengths  and  reinforce  the  sense  of  accomplishment  possible 
for  areas  in  which  s/he  is  doing  “well”  or  “very  well”.  Your  client’s  strengths 
are  resources  which  both  of  you  can  learn  to  use. 


COUNSELLOR’S  TIP 

The  recognition  of  strengths  is  crucial  in  building  the  client’s 
self-esteem,  which  is  generally  low  in  the  young  drug  user.  He 
or  she  will  most  likely  be  suffering  a flood  of  criticisrh  and 
negative  feedback  from  parents,  school  authorities,  and  others 
which  can  contribute  to  the  downward  spiral  s/he  is  on.  It  may 
f be  surprising  and  empowering  for  a client  to  think  of  him/herself 
s::;  m terms  of  “strengths”. 


Two  domains  which  merit  further  assessment,  beyond  the  DUSI,  are  health  status 
and  family  system  status. 


Health  Status 

Health  status  is  briefly  assessed  in  Domain  III  of  the  DUSI,  but  we  advise  that 
you  arrange  for  a medical  professional  to  do  a more  thorough  assessment,  on  the 
grounds  that  health  problems  are  often  integrally  bound  up  with  drug  use. 

There  are  four  purposes  for  conducting  a comprehensive  health  assessment: 

• To  determine  a client’s  current  level  of  wellness.  It  is  usually  enough  to 
know  about: 

• serious  diseases  since  birth, 

• current  medication,  if  any, 

• history  of  accidents, 

• occurrences  of  mononucleosis,  hepatitis  or  sexually  transmitted 
diseases, 

• allergies, 

• serious  diseases  of  family  members. 


Other  domains  on  the  DUSI 
are  discussed  in  the  treat- 
ment context,  Unit  5. 
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• history  of  violence  and  self-harm, 

• history  of  past  treatment  for  behavioural  or  emotional  problems, 
or  mental  illness. 


COUNSELLOR’S  TIP 


Here  are  four  key  questicms,  the  answers  to  which  will  give  you 
^ a fairly  accurate  snapshot  of  basic  wellness:  || 

: • What  is  the  worst  illness  or  accident  you  have  ever  had? 

i • What  is  the  worst  pain  you  have  ever  experienced? 

" • What  is  the  worst  emotional  experience  you  have  ever  had?  || 

;■  • What  is  the  most  aggressive  act  you  have  ever  committed?  ^ 


• To  determine  the  client’s  own  perception  of  his/her  health  status, 
including  emotional  as  well  as  physical  dimensions.  For  this,  you  might 
consider  using  a self-report  assignment  which  asks  the  client  to  describe 
his/her  health,  and  identify  problems  and  risks  for  the  future. 

• To  identify  the  medical  consequences  of  substance  use,  and  the  potential 
for  controlled  drinking  goals,  where  applicable  (discussed  in  Unit  5). 
This  requires  the  administration  of  a medical  screening  form  or  interview 
guide  which  is  both  youth-specific  and  drug-specific. 

• To  ascertain  attitudes  to  medication,  and  determine  medications  cur- 
rently being  used.  Ideally,  this  item  is  covered  in  a substance  use  history. 
Be  sure  to  inquire  about  the  use  of  analgesics,  because  this  can  tell  you  a 
lot  about  a youth’s  pattern  of  self-medication,  if  any. 

Family  System  Status 

In  the  addictions  field  generally  there  is  a growing  awareness  of  the  importance 
of  involving  people  who  play  a significant  role  in  the  fife  of  the  substance  abuser, 
especially  family  members.  To  a large  extent,  the  field  of  family  therapy  had  its 
origin  in  the  discovery  of  the  importance  of  family  dynamics  in  the  development 
and  maintenance  of  mental  health  problems  among  the  young.  Even  more 
important  was  the  finding  that  family  involvement  in  rehabilitation  could  be  a 
crucial  factor  in  determining  the  success  of  treatment. 

Addiction  treatment  services  for  youth  are  coming  to  similar  conclusions. 
Youthful  curiosity  and  peer  pressure  may  account  for  much  of  the  early 
experimentation  with  and  moderate  use  of  drugs.  But  for  those  young  people 
who  become  heavily  involved  with  drugs,  there  are  often  contributing  environ- 
mental factors  involving  the  family.  These  family-related  risk  factors  include  a 
range  of  problems  and  difficulties,  such  as: 
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• chronic  marital/family  dysfunctions 

• separation/divorce 

• specific  parenting  deficits 

• parental  substance  abuse  problems 

• sexual/physical  abuse. 


We  have  learned  that  the  long-standing  and  intractable  problems  of  a marriage 
and  family  system  can  become  displaced  and  focussed  onto  one  particular  family 
member,  and  then  experienced  as  that  individual’s  problem,  such  as  substance 
abuse.  The  recognition  that  substance  abuse  may  be  a family  system  problem  as 
well  as  an  individual  matter  underlines  how  essential  it  is  to  address  family  issues 
when  dealing  with  an  adolescent’s  use  of  drugs. 


The  goals  of  family  assessment  are; 

• to  avail  yourself  of  the  insights  of  family  members  into  the  youth’s  problems, 
including  substance  use,  and  often  hear  an  alternative  view  of  what’s  going 
on; 


• to  estabhsh  the  extent  to  which  the  youth’s  substance  abuse  may  be  entwined 
with  other  marital/family  issues  that  the  family  has  not  been  able  to  recognize 
or  deal  with,  including  substance  use  by  other  family  members; 


to  assess  family  resources  (strengths  and  supports)  that  may  be  harnessed  in 
helping  the  youth  to  overcome  his/her  substance  abuse  problem  and  maintain 
gains  toward  that  end; 


to  provide  education  not  only  about  drugs,  but  also  about  drug  use/abuse 
within  family  fife; 

to  re-shape  family  interactions  so  that  the  gains  in  treatment  are  reinforced, 
which  may  require  referral  to  a family  service  for  long-term  marital/family 
therapy,  or  individual  referrals  for  family  members  with  specific  needs; 

to  support  the  family  in  dealing  with  the  ramifications  of  their  child’s  drug 
use,  such  as  school  failure,  legal  problems,  etc. 


Would  you  recommend 
family  assessment  in  the 
case  of  Cindy , Danny  or 
Theresa? 


In  order  to  assist  you  in  assessing  family  relations,  we  have  included  information 
on  the  Family  Assessment  Measure  (FAM)  in  your  Instruments  Appendix,  page 
4-75.  The  FAM  is  a self-report  instrument  that  yields  numerical  indices  of  family 
strengths  and  weaknesses.  Used  in  conjunction  with  clinical  assessment,  the 
FAM  provides  an  overview  of  family  functioning,  and  verification  of  clinical 
assessment. 


Note  that  a family  member  may  be  your  initiating  chent.  While  the  developmental 
tasks  of  adolescence  include  separation  from  family,  many  yoimg  people  will  be 
living  in  the  family  unit  or  attempting  to  strengthen  family  relationships  after  a 
temporary  absence.  A few  may  have  already  started  families  of  their  own.  It  is 
sometimes  useful  for  you  to  support  an  adolescent  who  is  trying  to  achieve 
separation  from  a (probably  unconsciously)  resisting  family,  but  it  is  more  likely 
that  you  will  be  working  toward  co-existence. 
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The  practitioner  may  encourage  the  client  to  involve  significant  others  in  the 
assessment  process  when  the  first  appointment  is  scheduled,  particularly  if  the 
chent  is  a very  young  teen.  This  does  not  mean  that  s/he  is  required  to  bring 
them,  either  to  the  first  session  or  ever.  It  does  indicate  your  belief  in  the 
importance  of  their  involvement.  If  they  do  come,  they  will  almost  always  dehver 
useful  information  in  assessing  the  young  drug  user’s  situation. 


COUNSELLOR’S  TIP 


Remember  to: 


See  Oupter  6 inyourBook  of 
Readings  for  some  insights 
into  techniques  used  in  family 
thercpy. 


involve  each  family  member  in  the  assessment  ^ 
process;  ^ 

draw  out  not  only  family  problems  but  also  family  ^ 
strengths; 

foster  a sense  of  hopefulness  and  optimism  in  the  ^ 
family,  even  in  the  face  of  difficult  problems;  || 

strive  for  clarity  about  the  extent  and  dimensions  ^ 
of  problems;  ^ 

help  the  family  face  difficult  issues  without  Warn-  || 
ing,  accusing  or  judging,  etc.;  ^ 

develop  a treatment  plan  with  clear  goals  and 
strategies  not  only  for  the  substance  abusing 
youth,  but  also  for  other  members  of  his  family; 

provide  an  effective  referral  to  a youth  and/or 
family  service  for  longer  term  intervention  when 
indicated. 


Ideally,  we  should  move  toward  enlarging  our  net  of  involvement  beyond  the 
family,  to  include  other  social  systems  that  impinge  on  the  adolescent  such  as 
schools,  work  settings,  recreational  facilities,  health  care  services,  etc. 


UNIT  4:  ASSESSMENT 


4-31 


Personal  Experience  Inventory 


The  next  instrument  reference  in  your  Appendix  (page  4-76)  is  a summary  of 
information  about  the  Personal  Experience  Inventory  (PEI),  which  is  another 
recent  American  contribution  to  the  field.  The  PEI  aims  to  (1)  measure  an 
adolescent’s  involvement  with  drugs,  (2)  assess  the  frequency,  duration  and 
history  of  use,  (3)  evaluate  personality  characteristics  and  environmental  cir- 
cumstances of  the  user,  and  (4)  screen  for  the  presence  of  other  chemical 
problems.  It  has  been  widely  tested  for  rehabiUty  and  validity,  but  it  is  somewhat 
lengthy  for  use  in  most  professional  contexts. 


3.7  Goal  Identification 


Once  drug  use  and  life  functioning  have  been  fully  explored,  you  should  begin  Xhe  fifth  step 

to  identify  in  a prehminary  way  the  client’s  goals  for  change.  (Detailed  goal  

setting  is  a task  of  the  Intervention  and  Treatment  phase,  see  Unit  5.) 


Chances  are  that  as  a result  of  the  reflection  induced  by  the  assessment  process, 
your  client  will  now  see  his/her  drug  use  in  a new  light,  and  begin  to  imagine 
goals  for  change  in  a number  of  problem  areas.  It  is  your  job  to  help  formulate 
them.  At  this  stage,  you  should  carefully  feed  back  to  the  client  your  impressions 
and  the  results  from  any  objective  measures  you  have  taken,  as  a way  of  shaping 
goals.  We  will  discuss  preliminary  goal  setting  further  as  part  of  Section  4.4, 
Negotiating  Treatment  (pages  4-41,  4-42). 


Goal  identification  was  im- 
portant in  the  case  of 
Danny, 
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ACTIVITY  4.2 

1.  Consider  the  role  of  beliefs  and  values  in  the  following  case  example; 

Johnny,  aged  18,  appears  in  your  office  for  assessment,  having  been  pressured  by  his  mother, 
father  and  school  principal  to  seek  help  (fier  his  third  school  suspension  in  two  years.  He 
himself  doesn 't  believe  that  he  has  a drug  problem  as  he  has  always  been  a successful  student. 
Furthermore,  he  is  reluctant  to  talk  to  a young female  practitioner  about  any  kind  of  “problem  ”. 
In  fact  he  thinks  that  strangers  have  no  business  “meddling  ” in  his  family ’s  affairs. 

In  this  example,  there  are  at  least  three  client  beliefs  which  could  present  difficulties  for 
you  in  the  assessment  process.  Name  them,  and  role-play  your  responses  to  Johnny  such 
that  you  present  yourself  as  a potential  ally,  but  not  by  accepting  his  views  uncritically. 


2.  With  respect  to  Cindy,  Danny,  and  Theresa  in  the  videotaped  case  studies,  identify  instances  when 
each  of  the  professionals  avoided  directly  challenging  the  chent  while  making  it  clear  that  a particular 
behaviour  or  attitude  was  not  acceptable.  What  strategy  or  strategies  did  they  employ  instead?  Were 
they  successful  in  affecting  drug  use? 
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ACTIVITY  4.3 

1,  In  reference  to  the  videotaped  case  history  of  “Cindy”,  describe  the  role  of  over-reaction  by  the 
professionals  involved,  and  of  client  mythology,  in  determining  events. 


2.  In  reference  to  “Theresa”,  describe  the  effects  of  under-reaction  by  professionals  and  family 
members,  and  of  client  mythology. 
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This  second  phase  of 
treatment  planning  is  real- 
ly the  beginning  of  treat- 
ment itself,  and  will  be 
thoroughly  discussed  in 
Units. 


Section  4:  TREATMENT  PLANNING 


In  this  Section,  we  will  provide  you  with 
guidelines  for  planning  the  most  appropriate 
treatment  for  your  client,  based  on  your 
assessment  findings  and  the  treatment 
resources  available  to  you. 

The  primary  objective  of  treatment  planning  is  to  match  the  client  with  the  best 
possible  resources  for  making  changes  in  his/her  life,  and  begin  work  on  the 
goals  identified  in  the  assessment.  In  some  cases,  the  matching  process  may  lead 
you  to  refer  your  chent  to  other  social  service  agencies  and  personnel.  However, 
given  the  scarcity  of  drug  treatment  personnel  and  facilities  and  the  urgency  of 
the  problem  in  relation  to  adolescents,  it  is  important  for  you  to  consider  the 
possibility  of  providing  treatment  yourself.  In  Unit  5 of  this  course,  we  will 
provide  you  with  a model  of  treatment  which  almost  any  health,  education  or 
social  service  professional  can  adapt  and  use. 

There  are  two  phases  to  treatment  planning: 

• phase  one:  identifying  the  component(s)  of  the  continuum  of 
care  that  the  young  drug  user  needs,  and  determining  how  s/he 
can  access  this  care; 

• phase  two:  developing  an  individualized  treatment  plan  based  on 
the  youth’s  goals  for  change. 

The  components  of  the  continuum  of  care  are: 

• Case  Management:  Support,  monitoring,  and  tracking  services  provided 
to  a client  throughout  the  course  of  treatment,  and  during  aftercare. 

• Detoxification:  Services  provided  to  clients  intoxicated  or  in  withdrawal 
from  alcohol  or  other  drugs.  These  may  be  provided  under  medical 
supervision,  in  a non-medical  detoxification  centre,  or  in  a supportive  hving 
environment. 

• Outpatient  Treatment:  Treatment  provided  on  a non-residential  basis, 
usually  in  regularly  scheduled  sessions  (e.g.  1 hour  a week). 

• Day  Treatment:  Intensive,  structured,  non-residential  treatment  typically 
provided  over  5 days  a week  (e.g.  3 or  more  hours  per  day). 

• Short-Term  Residential  Treatment:  Treatment  provided  for  an  intensive, 
structured  period  of  time  while  the  youth  resides  in-house.  The  length  of 
stay  is  typically  less  than  30  days. 

• Long-Term  Residential  Treatment:  Treatment  and/or  rehabilitation  ser- 
vices provided  for  a period  of  time  longer  than  30  days.  These  programs 
include  recovery  homes,  halfway  houses,  and  three-quarter-way  houses. 

• Aftercare:  Resources  or  services  that  provide  continuing  support  and 
additional  services  as  needed,  following  a chent’s  completion  of  a treatment 
plan. 
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In  the  initial  phase  of  treatment  planning,  several  decisions  with  respect  to  the 
continuum  of  care  need  to  be  made: 


1.  Who  will  provide  case  management? 

2.  Does  the  youth  require  specialized  detoxification  services,  and  if  so,  should 
they  be  medical  or  non-medical? 

3.  What  is  the  appropriate  level  of  intensity  and  structure  of  treatment  for  this 
yoimg  drug  user? 

4.1  Case  Management 

This  service  can  be  provided  by  either: 

• the  professional  who  does  the  assessment  (you), 

• the  professional  who  does  the  treatment, 

• another  professional  who  is  already  closely  involved  with  the 
youth. 


It  is  advantageous  if  you  undertake  to  provide  case  management  services  to  the 
chent  yourself.  Having  completed  the  assessment,  you  are  in  an  excellent  position 
to  track  the  implementation  of  the  treatment  plan,  to  monitor  progress,  and  to 
modify  the  treatment  plan  if  necessary. 

Case  management  is  an  on-going  role:  whoever  assumes  the  role  of  case  manager 
should  be  prepared  to  provide  continuity  of  care  however  long  treatment  and 
aftercare  takes,  by: 

• maintaining  contact  while  the  youth  is  in  active  treatment; 


In  the  “Theresa”  story, 
probation  officer  Oakes  had 
taken  on  the  job  of  case 
management. 


• involving  yourself  in  discharge  planning  to  ensure  consistency  in 
aftercare. 


The  continuity  of  support  built  into  case  management  is  especially  important  with 
young  clients.  It  is  common  for  youth  to  be  reluctant  to  enter  treatment.  It  is 
unlikely  that  any  treatment  you  suggest  will  produce  positive  results  unless  the 
client  has  reached  the  point  where  s/he  recognizes  diat  s/he  has  a drug  problem, 
and  actively  wants  help.  In  other  words,  motivation  is  a key  factor  for  you  to 
assess.  If  a client  has  not  reached  a satisfactory  state  of  readiness,  you  will 
probably  want  to  continue  seeing  him  or  her,  in  order  to  persist  in  the  critical 
preparatory  step  of  linking  his/her  hfe  problems  with  drug  use. 

When  adolescents  miss  appointments  or  drop  out  of  treatment,  you  will  want  to 
follow  up,  and  invite  the  client  to  resume  contact  so  that  you  can  continue  to 
engage  in  motivational  counselling.  The  adolescent  should  not  be  punished  for 
leaving  treatment,  but  rather  be  made  to  feel  that  you  are  there  for  him/her  to 
help  plan  alternative  courses  of  action. 


Motivational  counselling 
is  discussed  in  Section  2 
of  Unit  3. 


As  case  manager,  you  will  also  co-ordinate  the  drug-specific  treatment  with  other 
services  that  the  youth  is  receiving,  and  exchange  information  with  other 
professionals  involved  in  the  case  (with  the  client’s  consent).  As  well,  the  case 
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You  will  find  out  more 
about  controlling  drug  use 
in  Section  3 of  Unit  5. 


manager  will  keep  parents  informed  of  the  treatment  plan,  and  will  provide  them 
with  support  and  assistance  (with  the  chent’s  consent). 

4.2  Detoxification  and  the  Management  of  Withdrawal 

The  great  majority  of  young  drug  users  can  safely  stop  using  drugs  without 
speciahzed  detoxification  services.  Unless  there  is  an  outright  health  crisis  to 
address  (active  hepatitis,  threat  of  suicide,  etc.),  you  can  usually  support  a young 
drug  user  to  bring  his/her  substance  use  under  control  yourself.  A supportive 
living  environment  in  the  family  home,  halfway  house,  group  home  or  residential 
treatment  setting  will  usually  suffice  to  assist  the  client  in  coping  with  mild 
withdrawal  symptoms,  e.g.  nervousness,  cravings,  irritabUity,  exhaustion,  pain 
sensitivity,  etc.  Reassure  the  youth  that  s/he  may  feel  pretty  bad  during  the  first 
48  to  72  hours  after  stopping  drug  use,  but  symptoms  will  decrease  dramatically 
within  a week  of  abstinence. 

Complaints  which  are  still  present,  or  have  become  worse,  after  a reasonable 
period  of  abstinence  (e.g.  four  weeks)  may  need  medical  attention.  Medical 
attention  is  also  required  for  cases  of  serious  physical  addiction.  This  is  not  a 
common  occurrence  among  young  drug  users,  who  are  more  likely  to  face  the 
consequences  of  psychological  addiction.  The  primary  substances  that  may 
produce  severe  withdrawal  symptoms  after  prolonged  use  are: 

• alcohol 

• barbiturates 

• diazepam 

• opiates. 


COUNSELLOR’S  TIP 

Indicators  of  physical  addiction  are: 

• long-term,  heavy  use  of  substances  listed  above; 

• recurrence  of  physical  irritations  such  as  nausea,  cramps, 
chills,  leg  pains,  excessive  sweating,  shakes,  etc.  when  the 
user  does  not  continue  to  administer  the  drug  of  choice; 

• substitution  of  analgesics  for  other  drugs  that  are  in  short 
supply. 


We  reconunend  a medical  assessment  when  (1)  you  suspect  physical  dependence, 
(2)  the  youth  has  a previous  history  of  serious  drug  withdrawal  symptoms,  or  (3) 
there  are  other  medical  conditions  present,  including  mental  illness. 
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Non-medical  detoxification  may  be  required  if  the  youth  does  not  have  a stable 
and  drug  free  living  environment,  and  is  having  difficulty  becoming  or  staying 
drug  free.  While  most  detoxification  facilities  deal  primarily  with  adult  alcohol 
and  drug  users,  some  now  also  accept  youth.  Detoxification  centres  usually  keep 
the  client  for  three  to  ten  days. 


In  order  to  make  sure  that  you  are  getting  the  most  from  this  Unit^ 
please  turn  to  page  4-45  and  complete  ACTIVITY  4.4  before  going 
on  with  this  Section. 


4.3  Matching  the  Client  with  the  Appropriate  Treatment 

Selecting  the  right  type  of  treatment  is  one  of  the  most  important  decisions  you 
have  to  make.  There  are  no  hard  and  fast  rules  for  making  the  right  choice  — 
indeed,  your  community  may  offer  few  alternatives.  But  there  is  one  general 
guideline  that  should  always  influence  your  decision:  clients  should  be  matched 
to  the  least  intrusive  and  most  cost  effective  treatment  option.  Cost  effective- 
ness refers  to  the  relationship  between  the  cost  of  treatment  — both  to  the 
individual  and  to  society  — and  the  likelihood  of  achieving  successful  change. 
The  cost  to  the  chent  includes  the  intrusiveness  or  disruptiveness  of  the  treatment 
program  to  his/her  life,  and  also  the  direct  financial  cost.  The  cost  to  society 
includes  resources  allocated  by  the  social  services,  and  by  the  health  and  criminal 
justice  systems  for  the  management  of  drug  problems.  Your  responsibihty  is  to 
choose  a treatment  plan  that  optimizes  results  and  minimizes  costs. 

Generally,  the  greater  the  severity  of  drug  use  and/or  multiplicity  of  inter- 
related problems,  the  more  intense  and  structured  the  treatment  required. 
When  sitting  across  from  a troubled  teenager  at  risk  of  damaging  his/her  life 
through  drug  abuse,  perhaps  permanently,  it  is  always  tempting  to  recommend 
the  most  elaborate  form  of  available  treatment.  However,  there  are  several  risks 
and  disadvantages  to  a treatment  plan  which  recommends  intensive  or  intrusive 
treatment  unnecessarily: 

• a recommendation  to  treatment  designed  for  “hard  cases”  can  pimcture  a 
youth’s  self-esteem  and  confirm  his/her  worst  fears  about  being  inadequate 
— a “lost  cause”; 

• the  very  young  or  experimental  user  who  is  put  into  a treatment  program 
designed  for  severe  abusers  can  become  more  sophisticated  about  substance 
use  by  learning  from  those  around  him/her; 

• intense  treatment  disrupts  other  routines,  such  as  school  attendance,  which 
contribute  to  the  healthy  development  of  the  youth. 

Recent  research  to  evaluate  treatment  options  has  confirmed  that  brief  interven- 
tions are  often  just  as  effective  as  more  intrusive,  intense  and  costly  treatment 
programs.  Early  substance  users,  very  young  users  and  those  with  minimal 
problems  in  other  life  areas  do  particularly  well  in  brief  interventions. 


More  intensive  treatment 
is  not  necessarily  better 
treatment. 


Theresa  clearly  did  not  want 
to  be  classified  with  the 
heavy  users  who  had  been 
in  her  past  treatment  pro- 
gram. 


The  least  intrusive  treat- 
ment modality  should  be 
tried first. 
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Residential  treatment  represents  the  other  end  of  the  spectrum  — the  most 
intensive  and  most  structured,  and  the  most  intrusive. 

• Outpatient  Treatment  is  the  most  widely  available  option  for  young  drug 
users.  About  80%  of  youth  can  be  treated  on  an  outpatient  basis.  Treatment 
may  take  the  form  of  individual  counselling,  group  counselling,  family 
counselling  or  a combination.  This  type  of  counselling  may  be  very  brief, 
consisting  of  4-6  sessions  over  several  months,  or  may  be  more  extended  as 
clients  work  at  their  own  pace. 

As  youth-serving  professionals  become  more  skilled  at  identifying  young 
drug  users  at  the  beginning  of  their  drug  use,  early  intervention  will  be  more 
common.  Ou^atient  treatment  is  the  approach  of  choice  in  this  situation. 
It  can  be  offered  by  a variety  of  community  and  hospital-based  agencies  — 
both  drug-specific  facilities  and  youth-oriented  agencies. 

There  are  a number  of  advantages  to  outpatient  treatment,  particularly  when 
it  is  offered  by  the  counsellor  who  has  done  the  assessment: 

• It  eliminates  the  necessity  of  referring  the  youth  to  another 
facility,  and  for  him/her  to  build  a relationship  with  a new 
counsellor.  The  likelihood  of  losing  the  client  is  much  greater 
when  s/he  is  referred  to  another  facility. 

• It  will  interfere  least  with  school  or  work,  aspects  of  an 
adolescent’s  life  which  tend  to  stabilize  him/her,  and  therefore 
should  be  continued  if  at  all  possible. 

• Youth  who  are  treated  on  an  outpatient  basis  are  able  to  apply 
what  they  are  learning  to  their  daily  lives,  and  will  be  able  to 
bring  problems  from  their  daily  hves  to  the  counselling  sessions 
as  they  occur,  for  resolution. 

• Day  Treatment  programs  offer  a more  intensive  and  structured  environ- 
ment. They  are  usually  run  by  drug-specific  agencies,  and  they  typically 
address  drug  use  as  well  as  functioning  in  other  life  areas.  They  may  or 
may  not  offer  social  skills  training,  vocational  counselling,  stress  manage- 
ment, leisure  counselling  and  family  involvement. 

Day  treatment  offers  a more  intensive  treatment  experience  in  a supportive 
environment  — while  allowing  the  youth  to  practise  being  drug-free  in 
his/her  natural  enviromnent. 

• Residential  programs  are  either  community  based  or  hospital  based.  They 
operate  on  the  premise  that  the  youth  needs  to  be  removed  from  his/her 
natural  environment  in  order  to  make  the  necessary  changes  that  lead  to  a 
drug-free  life.  They  generally  offer  a broad  spectrum  of  interventions  which 
address  not  only  drug  use,  but  social  skills,  vocational  readiness,  leisure, 
stress,  mental  and  physical  health.  The  assumption  underlying  such 
programs  is  that  clients  need  rehabiUtation  in  all  these  hfe  areas  in  order  to 
stop  their  drug  use. 

Residential  treatment  provides  a total  and  supportive  drug-free  environment, 
which  some  of  the  more  severe  drug  users  may  need.  In  order  to  be 
successful,  however,  such  programs  need  to  focus  on  reintegrating  the  client 
into  his/her  community  and  family  in  the  final  phase  of  treatment. 
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There  are  three  key  indicators  of  clients  who  need  at  least  a period  of 
residential  treatment: 

• signs  of  severe  drug  dependence; 

• a pattern  of  use  so  compulsive  or  so  ingrained  in  daily  activities 
that  getting  control  of  drug  use  seems  improbable; 

® the  absence  of  social  and  emotional  supports  for  change  in  the 
client’s  normal  social  and  family  environment. 


In  order  to  make  your  decision,  you  should  review  your  assessment  findings: 

• your  client’s  current  drug  use  pattern  and  use  history, 

• your  client’s  strengths  and  resources, 

• the  nature  and  extent  of  his/her  problems  in  other  fife  fimctioning 
areas, 

• your  client’s  expectations  and  preferences, 

• the  available  treatment  facilities  and  programs  in  your  area. 


If  Danny  does  not  respond 
well  to  the  “alternative 
high  ^ of  skating  , what  form 
of  treatment  would  you 
recommend? 


COUNSELLOR’S  TIP 

' The  greater  the  youth’s  abihty  to  conceptualize  and  take  respon-  || 
' sibility  for  his/her  own  problems,  the  less  intense  and  structured  || 
treatment  can  be. 


Current  Drug  Use  and  Drug  Use  History 

Regular  and  dependent  users  (as  defined  in  the  previous  Unit)  are  generally 
candidates  for  drug-specific  treatment.  The  severity  of  their  drug  use,  in 
combination  with  other  factors,  will  contribute  to  your  decision  about  the  level 
of  intensity  and  structure  of  treatment  to  recommend. 

There  is  no  precise  relationship  between  drug  of  preference  and  level  of  intensity 
and  structure  of  treatment.  It  is  a mistake  to  assume,  for  example,  that  cannabis 
use  requires  a low  intensity  and  structure  while  cocaine  use  requires  high  intensity 
and  structure.  There  may  be  mitigating  factors,  such  as  levels  of  use,  problems 
in  other  life  areas,  and  client  resources  and  expectations:  a cocaine  user  may  do 
well  in  a program  of  low  intensity  and  limited  structure  if  his/her  resources  are 
soUd,  and  if  problems  in  other  hfe  areas  are  few,  and  if  s/he  makes  a commitment 
to  this  type  of  treatment.  Conversely,  a cannabis  user  who  has  used  3-4  joints  a 
day  for  several  years  may  want  and  need  an  intensive  structured  program  if  his/her 
resources  are  limited  and  problems  in  other  life  areas  are  extensive. 
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Similarly,  multiple  drug  use  per  se  does  not  indicate  a more  severe  use  problem 
than  mono  drug  use.  A high  intake  of  one  drug  may  be  a more  severe  drug 
problem  than  a low  intake  of  several  drugs.  Multiple  drug  use  may  be  an 
indication  of  experimentation,  or  of  substitution  of  one  drug  for  another  when 
availability  is  a problem. 

A short  history  of  use  (for  instance  less  than  6 months)  generally  indicates  a less 
severe  case,  but  you  may  encounter  cases  where  drug  use  has  reached  a high 
frequency  of  daily  use  and  large  doses  in  a matter  of  months,  indicating  that  the 
chent  has  a severe  problem.  Periods  of  abstinence,  or  of  reduced  frequency  and 
quantity  of  drug  use,  may  indicate  a less  severe  drug  problem.  Similarly,  clients 
who  have  stopped  using  one  or  several  drugs  in  the  past,  or  who  have  reduced 
or  stopped  their  current  drug  use,  have  demonstrated  their  ability  to  control  drug 
use  and  may  do  well  in  a less  structured  and  intensive  treatment. 

Some  youth  will  come  to  you  with  a strong  belief  that  a specific  treatment  modality 
will  work  for  them.  For  example,  if  a family  member  has  had  success  with  AA, 
the  adolescent  may  want  this  kind  of  help  for  him/herself.  It  is  usually  wise  to 
support  your  client’s  choice.  Faith  may  be  as  strong  a force  for  change  as  any 
treatment  program  characteristic. 


Predicting  the  Success  of  Treatment 


Success  in  treatment  is  dis- 
cussed in  Chapter  5 of  your 
Book  of  Readings. 


Given  our  limited  state  of  knowledge  about  the  effectiveness  of  treatments  for 
drug  use,  the  process  of  arriving  at  appropriate  treatment  decisions  is  as  much 
an  art  as  a science.  At  the  present  time,  there  are  only  a few  research-based 
indications  that  clients  with  particular  characteristics  can  be  optimally  helped  by 
particular  types  of  interventions. 

The  success  of  treatment  may  depend  more  on  the  youth  and  his/her  social 
psychological  situation  than  the  form  of  the  treatment  you  propose.  Studies  of 
young  substance  users  at  Ontario’s  Addiction  Research  Foundation  have  sug- 
gested the  following  as  the  best  predictors  of  treatment  outcome: 

• The  lower  the  level  of  use  immediately  preceding  treatment,  the  higher 
the  probability  of  success.  This  reinforces  the  notion  that  youth  who  start 
to  implement  change  on  their  own  are  good  candidates  for  treatment. 


• The  greater  the  problem  multiplicity,  especially  in  the  eyes  of  the  youth 
him/herself,  the  greater  the  need  for  intense,  complex  treatment. 


• The  greater  the  youth’s  self-reliance  and  belief  that  s/he  will  do  well  in 
the  future,  the  higher  the  probability  of  success.  For  this  reason,  youth 
are  more  likely  to  achieve  success  in  treatment  programs  that  enhance 
self-esteem  and  promote  strengths. 

• The  youth  who  loses  motivation,  indicated  for  example  by  revoking 
treatment  goals  as  s/he  proceeds  into  the  active  phase  of  treatment,  is 
less  likely  to  remain  in  the  program.  Judgemental  feedback  from  you 
about  his/her  failure  to  attain  goals  can  lead  to  dropping  out.  The  best 
approach  is  to  ensure  that  the  goals  set  are  goals  that  the  youth  feels  s/he 
can  attain. 
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4.4  Negotiating  Treatment 

You  are  now  ready  to  negotiate  a treatment  plan.  Start  by  having  the  youth 
discuss  how  s/he  feels  about  what  has  happened  in  the  assessment  process  so  far. 
Many  clients  will  have  begun  to  see  their  problems  in  a new  hght,  simply  as  a 
result  of  being  asked  to  describe  and  think  about  them  in  a systematic  way. 

This  phase  calls  for  direct  and  objective  feedback  from  you  regarding  the 
problems  as  you  see  them.  It  is  an  opportunity  for  you  to  sum  up  what  has 
happened  so  far,  and  make  connections  between  drug  use  and  life  problems. 
Seeing  these  connections  is  often  the  key  to  a youth’s  willingness  to  consider 
change. 


COUNSELLOR’S  TIP 

Feedback  might  take  the  form  of  further  education  about  the 
effects  of  substances  used  by  the  youth.  For  example,  if  s/he  has 
been  complaining  about  limited  energy,  lack  of  ambition, 
decreased  motivation,  thought  fragmentation  or  an  inability  to 
prepare  realistically  for  the  future,  now  is  the  time  to  explain  that 
this  syndrome  is  a common  manifestation  of  chronic  cannabis 
use.  [See  Unit  2 for  more  on  the  specific  effects  of  drugs.]  In 
other  words,  your  objective  is  to  link  the  client’s  problems  in  life 
functioning  with  his/her  drug  use. 


Ask  the  adolescent  to  rank  the  drug  and  other  Ufe  problems  you  have  identified 
in  terms  of  urgency.  Spend  as  much  time  as  it  takes  to  draw  out  the  linkages. 


The  next  step  is  to  develop  preliminary  goals  for  change.  The  Treatment  Goals 
Assessment  Form  (page  4-77)  can  help  the  youth  to  conceptualize  the  possibiUties. 
It  is  not  unusual  for  adolescents  who  have  been  reluctant  to  take  responsibihty 
for  problems  to  select  multiple  goals  on  the  Treatment  Goals  Form.  The  number 
of  goals  that  the  youth  selects  normally  reflects  the  severity  and  multiplicity  of 
problem  areas. 


Formulating  and  elaborat- 
ing detailed  goals  is  part  of 
the  treatment  stage.  See 
Unit  5,  pp.  5-9  to  5-18 . 


You  should  assist  the  youth  to  word  goals  positively,  in  order  to  reinforce  the 
potential  benefits  of  change.  For  example,  if  an  adolescent  says  his/her  most 
urgent  life  problem  is  fighting  with  his/her  parents,  two  possible  goals  stated 
positively  might  be: 

• to  learn  to  communicate  better  with  family  members; 

• to  be  better  able  to  stand  up  for  my  rights  with  parents,  without 
creating  conflict  or  hurting  their  feelings. 
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I COUNSELLOR’S  TIP 

; Your  client  may  not  find  it  easy  to  talk  about  goals  for  change.  || 
' Encourage  him  to  envision  his/her  ideal  world.  How  would  s/he  ;|| 
i like  to  be,  to  feel?  How  would  s/he  like  other  people  to  respond  ^ 
" to  him/her?  Now  ask  your  client  if  substance  use  is  congruent  || 
; with  the  picture  s/he  has  drawn.  This  will  often  open  the  door 
::  for  a realistic  discnssion. 


Theresa  reaches  this  point 
at  the  end  of  the  story. 
What  treatment  option 
should  Shelley  pursue? 


The  client  is  ready  to  discuss  treatment  options  when  s/he  demonstrates  a 
willingness  to  consider  that  substance  use  may  be  causing  or  aggravating  problems 
in  his/her  hfe.  The  client  is  ready  for  active  treatment  when  s/he  has  made  a 
commitment  to  change  the  way  s/he  is  currently  using  substances.  Here,  you 
may  want  to  refer  back  to  the  motivational  counselling  section  of  Unit  3.  The 
assessment  process  can  contribute  to  the  user’s  movement  from  the  precontempla- 
tion stage  to  contemplation;  similarly,  the  exploration  of  goals  and  treatment 
options  can  help  him/her  move  into  the  action  stage. 


With  adolescent  clients,  as  we  have  said,  there  is  almost  invariably  a need  for 
family  support  in  treatment.  With  the  consent  of  the  cUent,  family  members 
and/or  other  significant  individuals  in  the  chent’s  environment  should  be  involved 
in  decision-making  about  the  most  appropriate  treatment  plan.  At  the  very  least, 
they  should  be  kept  informed  of  any  treatment  plans  you  have  formulated. 


4.5  The  Resources  in  Your  Community 

Your  treatment  plan  will,  in  part,  be  determined  by  the  facilities  in  your  area.  It 
is  therefore  important  that  you  make  yourself  familiar  with  the  local  services, 
find  out  which  components  of  the  continuum  they  offer  — and  stay  up  to  date. 


It  is  likely  that  youth-specific  treatment  services  will  be  few,  and  you  may  have  to 
look  further  afield  to  find  the  components  of  the  continuum  of  care  that  your  client 
needs.  Or,  it  may  be  necessary  to  utilize  adult-oriented  drug  rehabilitation  services 
which  are  willing  to  take  on  youth.  This  is  less  than  ideal  since  youth  are  best  treated 
in  an  environment  that  is  geared  to  them,  but  it  may  be  your  only  option. 


Another  possibility  is  to  look  for  youth-specific  services  which  are  not  drug 
specific,  and  to  use  these  creatively.  For  example,  if  there  is  no  residential  drug 
treatment  service  for  youth  in  your  area,  but  your  chent  needs  a stable,  drug-free 
living  environment  in  order  to  benefit  from  day  or  outpatient  treatment,  you  may 
be  able  to  work  something  out  with  a group  home  or  half-way  house. 


COUNSELLOR’S  TIP 


Most  provinces  publish  service  directories,  e.g.  The  Directory  of 
Alcohol  and  Drug  Treatment  Resources  in  Ontario  (1988:  Ad- 
diction Research  Foundation). 
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When  referring  a client  elsewhere  for  active  treatment,  you  should  provide  a 
summary  of  assessment  findings  and  a treatment  request  report  to  the  service 
agency.  Subject  to  the  client’s  signed  consent,  referral  agencies/individuals 
should  be  provided  with  a written  account  of  the  results  of  assessment  with 
attention  to  the  following  details: 

• signed  release  of  information, 

• date  of  assessment,  name  and  title  of  clinician, 

• summary  of  client’s  drinking/drug  use, 

• other  problems  identified, 

• referral  and/or  treatment  recommendations. 

Termination 

Even  when  you  are  forced  to  refer  the  teenager  out,  you  should  consider  retaining 
the  case  management  role  — for  the  reasons  cited  earUer  — to  monitor  progress 
and  provide  support.  Whenever  your  relationship  with  the  young  drug  user  is  to 
be  discontinued,  the  decision  should  be  mutual.  As  a counsellor,  you  should: 

• review  gains  made  by  the  youth,  particularly  strengths  and  skills  developed; 

• review  strategies  for  handling  future  problems; 

• ensure  that  all  emotional  issues  between  you  and  the  chent  are  acknowledged 
and  dealt  with. 


In  order  to  make  sure  that  you  are  gettirig  the  most  from  this  Unit, 
please  turn  to  page  4-46  and  complete  ACTIVITY 4,5  before  going 
on  with  this  Section. 


We  assume  these  skills  are 
part  of  your  general  com- 
petence as  one  of  the  help- 
ing professions,  and  will 
not  review  them  in  detail 
here. 
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4.6  Summary  of  Treatment  Planning  Principles 

To  summarize,  some  general  principles  of  treatment  planning  are  stated  below. 

You  might  use  them  as  a checkhst  for  each  case  you  handle. 

CD  The  treatment  plan  should  acknowledge  and  reinforce  the  chent’s  personal 
responsibility  for  his/her  health-related  behaviours. 

CD  The  treatment  plan  should  aim  to  maximize  the  client’s  strengths  and 
support  systems  while  reducing  identified  problems. 

CD  The  treatment  plan  should  be  comprehensive  and  holistic,  aiming  to  take 
into  account  all  contributing  factors  identified. 

CD  The  treatment  plan  should  use  the  least  intrusive  interventions  (i.e.  out- 
patient as  opposed  to  residential  treatment)  in  order  to  minimize  disruptions 
to  positive  aspects  of  the  client’s  domestic,  vocational  and  social  arrange- 
ments. 

CD  Treatment  should  be  given  in  a single  setting,  either  by  an  individual 
practitioner  or  a team.  This  may  mean  challenging  your  own  (or  your 
agency’s)  limitations  on  your  involvement  with  young  drug  users. 

□ Professionals  must  develop  a familiarity  with  local  community  resources, 
including  their  program  goals,  intake  criteria  and  other  relevant  features 
(e.g.  waiting  lists)  in  order  to  . . . 

□ ..  . maximize  the  match  between  these  program  characteristics  and  the 
characteristics  and  needs  of  each  client. 

n When  referral  is  necessary  and  possible,  preference  should  be  given  to 
agencies  which  provide  treatment  based  on  continuing  assessment  of 
individual  client  needs,  as  opposed  to  agencies  which  treat  all  clients  in  a 
pre-established  and  uniform  way. 

CD  The  femily  ccmtext  is  usually  the  best  and  most  successful  basis  for  treatment 
planning.  If  youth  substance  use  is  tied  to  major  marital /family  dysfunc- 
tion, family  therapy  is  desirable. 


After  you  have  completed  this  Unit,  please  turn  back  to  page  4-6 
and  check  off  the  learning  outcomes  you  have  achieved. 
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ACTIVITY  4.4 

Identify  the  detoxification  facilities  in  your  area,  and  find  out  which  (if  any)  admit  and/or  make  special 
provisions  for  young  drug  users. 
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ACTIVITY  4.5 

Identify  all  the  available  youth  drug  treatment  services  in  your  area,  creating  a directory  which  makes 
clear  the  components  of  the  continuum  that  are  offered  by  each  service.  Include  names,  addresses  and 
phone  numbers  of  the  facilities,  contact  persons,  and  all  information  that  you  consider  pertinent.  Your 
list  of  community  resources  should  include  the  following: 

• adult  drug  rehabilitation  services  that  will  take  youth; 

• group  homes,  half-way  houses  etc.  that  will  provide  stable  living  environment  for  your 
client; 

• outpatient  and  inpatient  services  that  can  address  the  physical  and  mental  health  compUca- 
tions  of  young  drug  users  including  detoxification; 

• youth  vocational  rehabilitation  services; 

• self-help  groups,  such  as  NA,  AA,  CA,  incest  survivors,  children  of  alcoholics  etc.; 

• crisis  services; 

• individual  counsellors  who  are  sensitive  to  youth; 

• community  drop-in  centres  and  youth-specific  leisure  clubs. 
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INITIAL  ASSESSMENT  REPORT  WORKSHEET 


Client’s  Name:  File  #: 

Age:  Date: 


1.  Presenting  Problem  and  Precipitating  Events 

a)  Specify  client’s  statement  of  presenting  problem. 

— Use  verbatim/paraphrase  to  capture  client’s  point(s)  of  view. 

b)  Specify  as  client  sees  them,  reasons  for  coming  for  help  at  this  time. 

— Indicate  antecedent  events,  pressures  on  the  client,  influences  that  support  attendance,  as  well 
as  attitude  to  being  here. 


2.  Alcohol/Drug  Use 

a)  Substance  Use  History  - Summarize 
— Identify  primary  problem  areas 

— Indicate  age  of  first  use  and  length  of  problematic  use 
— Indicate  any  past  successes  (i.e.,  periods  of  abstinence,  improvement) 

b)  Current  Alcohol/Drug  Use  - Summarize,  describing: 

— Current  substance  use  in  order  of  importance. 

— Indicate  for  each  substance: 

• pattern 

• frequency 

• amount 

• context  (time,  place,  with  whom) 

• last  use 

c)  Current  Alcohol/Drug  Use  Forms  (see  pages  4-57,  4-58)  are  fully  completed. 


3.  Family  Alcohol/Drug  Use  History 

a)  Review  substance  use  patterns  in  client’s  family  of  origin  and  with  significant  others. 

— e.g.,  parents,  brothers,  sisters,  children,  spouse,  significant  others. 

b)  Does  client  consider  there  to  have  been/to  be  substance  use  problems  in  the  family?  Specify. 


4.  Social  Relationships:  Family,  Marital,  Other 

a)  Family:  Briefly  describe  the  client’s  background  history. 

— birthplace 

— family  of  origin’s  size 

— current  level  of  involvement 

b)  Describe  client’s  view  of  quality  of  relationship  and  frequency  of  contact  with: 

— family  of  origin  (parents,  siblings,  other  significant  relatives) 

— marital  relationships 

— peer  contacts 

— children 

— other  important  relationships  (Encourage  identification  of  both  problems  and  strengths  in  social 
relationships) 
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c)  Describe  the  client’s  marital  status  (e.g.,  single,  married,  divorced,  cohabiting,  girl/boyfriend), 
length  of  relationship  and  number  of  children  from  such  relationship. 

d)  Indicate  what  client  perceives  as  the  role  alcohol/drug  use  plays  in  these  relationships. 

5.  Accommodation 

a)  Describe  client’s  current  living  arrangement  and  any  significant  issues,  past  or  present  in  this  area. 

— type  of  accommodation  (room,  house,  apartment,  length  of  time  at  address) 

— living  arrangement  (living  alone,  with  family /spouse/ friends) 

— indicate  client’s  satisfaction  with  current  accommodation 


6.  Education/Vocational 

a)  Describe  the  client’s  education/vocational  background,  current  status  and  goals. 

— highest  educational  level  attained 

— occupation 

— current  status  (indicate  length) 

b)  Identify  any  related  concerns  the  chent  may  have. 

c)  Indicate  the  role  of  substance  use  in  relation  to  education/vocational  issues. 

— absenteeism 

— use  of  substance  during  work 

— effect  on  employment,  school  performance 


7.  Financial 

a)  Describe  the  client’s  financial  status. 

— means  of  support 

b)  Identify  related  concerns  the  chent  may  have. 

c)  Explore  the  impact  of  substance  use  on  finances. 


8.  Leisure 

a)  Describe  client’s  current  use  of  leisure  time. 

— hobbies,  interests 

b)  Identify  client’s  concerns  and  satisfactions  regarding  leisure. 

c)  Indicate  the  role  substance  use  plays  in  relation  to  leisure  activities. 


9.  Current  L^al  Situation 

a)  Explore  client’s  legal  status 

— charges  pending 

— convictions 

— probations 

b)  Indicate  any  related  concerns  the  chent  may  have. 

c)  Describe  the  impact  of  substance  use  on  legal  status 

— past/pending  charges  related  to  substance  use 
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10.  Health  Concerns 

a)  Physical  health  - explore  client’s  view  of  current  health  status,  hsting  areas  of  concern  to  the  client. 

— last  medical  examination 

— indicate  any  handicaps  or  impediments  that  might  affect  treatment 

— concerns  related  to  substance  abuse 

— withdrawal  problems,  blackouts,  seizures,  D.T.’s 

— previous  serious  health  problems 

— medication  use 

b)  Emotional  health  - explore  client’s  view  of  current  health  status,  hsting  areas  of  concern. 

c)  Tension/ Anxiety  - relationship  if  any  between  stress/hfe  pressures  and  substance  use. 

d)  Enquire  if  the  client  has  a history  of  violent  or  assaultive  behaviour. 

e)  Determine  if  there  are  any  factors  present  that  might  indicate  suicidal  risk 

— depression 

— recent  loss(es) 

— physical  health 

— culture 

— age,  gender 

11.  Previous  and  Current  Treatment 

a)  Indicate  if  the  client  has  received  or  is  currently  involved  in  treatment  pertinent  to  the  client’s 
presenting  problem,  or  relevant  to  a proper  understanding  of  the  situation. 

b)  Enquire  if  the  client  has  current/past  contact  for  counselling  or  treatment  for  emotional,  family  or 
marital  problems. 

c)  Detail  when  and  where  treatment  occurred. 

d)  Mention  client’s  view  of  the  reasons  treatment  was  or  was  not  successful. 

e)  Describe  any  relationship  the  client  sees  between  reported  concerns  and  substance  use. 

12.  Crisis  Issues 

a)  Document  any  crisis  mentioned  by  the  client. 

b)  Interviewer’s  assessment  of  crisis  concerns. 

c)  Indicate  necessary  action  steps  taken  or  planned. 

13.  Interviewer  Impressions  and  Summary 

a)  Describe  client’s  physical  presentation. 

b)  Describe  behaviour  during  interview 

— verbal  (e.g.,  minimal/detailed,  focussed/wandering,  spontaneous/reluctant) 

— nonverbal 

— comfort  level 

— degree  of  disclosure 

— discrepancies 
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c)  Describe  client’s  emotional  state  during  interview  (e.g.,  calm/anxious,  cheerftil /depressed,  co- 
operative/hostile) . 

— indicate  affective  frame,  cognitive  functioning  where  relevant 

— summarize  information  related  to  emotional  health  concerns 

d)  Summarize  key  issues  interviewer  has  identified. 

— identify  key  points 

— draw  them  together  in  an  organized  manner  that  hypothesizes  about  their  relationship 


14.  Treatment  Recommendations  and  Plan 

a)  Indicate  client’s  goals,  expectations  of,  and  readiness  for  treatment. 

b)  Indicate  recommended  treatment  plan. 

c)  Provide  rationale  for  plan. 

d)  Describe  client’s  reaction  to  recommendations. 

e)  Identify  circumstantial  factors  that  support  or  conflict  with  treatment  involvement. 

f)  Indicate  specific  appointments  made. 

— when,  where,  with  whom.  (Explain  reason  if  no  plan  is  made.) 
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CLIENT  INTAKE 


Please  complete  every  item,  being  as  detailed  and  specific  as  possible. 


FAMILY  NAME 

FIRST  NAMES 

DATE 

Mill Li_ 

CHIP  NUMBER 

SOCIAL  INSURANCE  NUMBER 

DAY  MONTH  YEAR 

(1st  3 letters) 

STREET  ADDRESS 

TELEPHONE  NUMBER 

CITY 

PROVINCE 

POSTAL  CODE 

NEXT  OF  KIN/INTERESTED  PERSON 

RELATIONSHIP  TO  PATIENT 

STREET  ADDRESS 

TELEPHONE  NUMBER 

CITY 

PROVINCE 

POSTAL  CODE 

SOURCE  OF  REFERRAL 


BIRTHPLACE 

Canada:  

Other:  

FACILITY  WITH  ENGLISH 

Comfortable:  

Uncomfortable:  

LANGUAGES 

Primary: 

Secondary: 

LEGAL  MARITAL  STATUS 

(Select  from:  single,  married  incl.  common  law,  divorced,  separated,  widowed) 


HIGHEST  EDUCATION  LEVEL  ATTAINED 


CURRENT  LEGAL  STATUS 

(Select  from:  no  problem,  on  probation,  awaiting  trial,  on  parole  incl.  day  pass) 
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PRESENT  ACCOMMODATION 

(Select  from  house/apartment/ flat,  room,  shelter,  institution,  no  fixed  address,  or  specify  other) 


CURRENT  LIVING  ARRANGEMENT 

(Select  from  alone,  legal  spouse,  common-law  partner,  other  family,  friends,  or  specify  other) 

EMPLOYMENT 

Usual  occupation:  

Present  (last)  occupation:  

Employment  status  at  intake:  

(Select  from:  employed  full-time,  employed  part-time,  unemployed,  retraining,  student,  not  in  labour  force) 

PROBLEM  SUBSTANCES 

(Please  be  as  specific  as  possible,  e.g.,  write  “diazepam”  rather  than  “tranquillizers”) 

Major:  

1st  other:  

2nd  other: 

3rd  other:  

PROBLEM  DURATION  (YEARS) 

(Please  be  as  specific  as  possible,  referring  to  substances  as  you  have  identified  them  above.) 

Major  substance:  

1st  other  substance:  

2nd  other  substance: 

3rd  other  substance:  

INJECTION  1 

Have  you  injected  drugs  si 
Yes  1^  No 

Have  you  ever  shared  syri 
equipment  since  1978? 

Yes  Q No 

Are  you  currently  sharing 

Yes  Q No 


ORUG  USERS 
nee  1978? 

□ 

nge  or  other  injection 

□ 

needles? 

□ 


PREVIOUS  TREATMENT  FOR  ALCOHOL-  & 
DRUG-RELATED  PROBLEMS 


Yes  (includes  alcohol  and  drugs) 
No  


Self-help  groups  only  (e.g.,  AA,  please  specify.) 


COMPLETED  BY: 


CURRENT  ALCOHOL  AND  DRUG  USE  HISTORY 
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C 

o 


< 

z. 


u 


u 


d 


Typical  Daily 
Dose 

Usual  Mode 
of  Admin. 

1 Oral 

2 Nasal 

3 Inhale/ 
Smoking 

4 Inject 

5 Other 

# Years  Of 

Problem 

Use 

Use  A 
Current 
Problem 
n/  = Yes 
X = No 

NUMBER  OF  DAYS  USED  IN  PAST  3 MONTHS 

c/3 

Q 

1 

VO 

Uses 
Per  Day 

X 

Days 
Of  Use 

X 

c/3 

>> 

a 

Q 

? 

Uses 
Per  Day 

X 

Days 
Of  Use 

X 

Past  30  Days 

Uses 
Per  Da> 

X 

Days 
Of  Use 

X 

Use  In 
Past  Year 
V = Yes 

X = No 

Use  Ever 
If  Yes, 
Age  1st 
Use 

If  No,  X 

DRUG  CLASS 

01  Alcohol* 

02  Cannabis 

03  Hallucinogens 

04  Opiates 

05  Sedative  Hypnotics 

06  Tranquillizers 

07  Cocaine 

08  Stimulants 

09  Solvents/Glue 

10  Tobacco 

11  Other 

• More  details  of  alcohol  use  can  be  recorded  on  the  next  page  of  this  form. 
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ALCOHOL  DEPENDENCE  SCALE  (ADS) 


Horn,  J.I.,  Skinner,  H.A.,  Wanberg,  K.  & Foster,  F.M.  (1984),  5 pp. 


TARGET  DRUGS 

Alcohol 

AGE/GRADE  RANGE 

Adolescents  and  adults 

ASSESSMENT  AREAS 

Assesses  a client’s  severity  of  alcohol  dependence,  that  is,  the  extent  to 
which  the  use  of  alcohol  has  progressed  from  psychological  involvement  to 
impaired  control 

DESIGN  FEATURES 

25 -item  questionnaire 

ADMINISTRATION 

Self-administered  (5-10  minutes  to  complete) 

ABSTRACT 

The  ADS  provides  an  assessment  of  the  severity  of  the  alcohol  dependence  syndrome.  This  syndrome,  as  defined 
by  the  World  Health  Organization,  includes:  impairment  of  control  over  alcohol,  increased  tolerance  to  alcohol, 
repeated  withdrawal  symptoms,  awareness  of  a compulsion  to  drink  excessively,  reinstatement  of  the  syndrome 
after  abstinence,  and  salience  of  drink-seeking  behaviour.  These  elements  will  not  always  be  present  in  the  same 
magnitude,  and  different  manifestations  of  the  syndrome  may  arise  due  to  modifying  personal  and  enrviron- 
mental  factors. 

The  ADS  has  been  found  to  be  reliable  and  to  correlate  in  predictable  ways  with  clinic  attendance,  physical 
symptoms,  and  psychological  problems. 

REPORTS 

Skinner,  H.  A.  & Allen,  B.  A.  (1982).  Alcohol  dependence  syndrome:  Measurement  and  validation.  Journal 
of  Abnormal  Psychology,  91,  199-209. 

Skinner,  H.  A.  & Horn,  J.I.  (1984).  Alcohol  Dependence  Scale:  User’s  Guide.  Toronto,  Ontario:  Addiction 
Research  Foundation. 

Kivlahan,  D.R.,  Sher,  K.J.  & Donovan,  D.M.  (1989).  The  Alcohol  Dependence  Scale:  A validation  study 
among  inpatient  alcohohcs.  Journal  of  Studies  on  Alcohol,  50  (2),  170-175. 

AVAH^ABLE  FROM: 

Addiction  Research  Foundation,  Marketing  Services,  Department  897,  33  Russell  Street,  Toronto,  Ontario, 
Canada,  MSS  2S1. 
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DRUG  ABUSE  SCREENING  TEST  (PAST) 

Skinner,  H.A.  (1982),  2 pp. 


TARGET  DRUGS 

All  drugs  except  alcohohc  beverages 

AGE/GRADE  RANGE 

Adolescents  and  adults 

ASSESSMENT  AREAS 

Assesses  the  degree  of  problems  related  to  psychoactive  drug  use 

DESIGN  FEATURES 

20-item  questionnaire 

ADMINISTRATION 

Self-administered  (5  minutes  to  complete) 

ABSTRACT 

The  DAST  provides  a quantitative  index  of  the  degree  of  problem-related  psychoactive  drug  use,  including  abuse 
of  prescribed  medications  and  non-medical  use  of  all  other  drugs  (e.g.,  cannabis,  cocaine,  solvents,  hal- 
lucinogens, narcotics,  etc.)  except  alcoholic  beverages. 

The  DAST  has  been  shown  to  provide  an  accurate  screening  for  drug  abuse  or  dependence  as  defined  by  DSM-III 
diagnosis  for  individuals  presenting  for  treatment.  Good  internal  consistency  and  rehability  has  been 
demonstrated,  and  the  DAST  has  been  found  to  correlate  only  moderately  with  indices  of  social  desirability  and 
denial. 


REPORTS 

Skinner,  H.A.  (1982).  The  Drug  Abuse  Screening  Test.  Addictive  Behaviors,  7,  363-311. 

Skinner,  H.A.  & Goldberg,  A.E.  (1986).  Evidence  for  a drug  dependence  syndrome  among  narcotic  users. 
British  Journal  of  Addiction,  81,  479-484. 

Gavin,  D.R.,  Ross,  H.E.  & Skinner,  H.A.  (1989).  Diagnostic  vahdity  of  the  Drug  Abuse  Screening  Test  in 
the  assessment  of  DSM-III  drug  disorders.  British  Journal  of  Addiction,  84,  301-307. 

AVAILABLE  FROM: 


Harvey  A.  Skinner,  Addiction  Research  Foundation,  33  Russell  Street,  Toronto,  Ontario,  Canada,  MSS  2S1. 
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INVENTORY  OF  DRUG-TAKING  SITUATIONS 


Annis,  H.M.  & Martin,  G.  (1985),  (SO-item),  4 pp. 


TARGET  DRUGS 

All  classes  of  drugs,  including  alcohol 

AGE/GRADE  RANGE 

Adolescents  and  adults 

ASSESSMENT  AREAS 

Situations  in  which  drug  use  took  place  over  the  past  year,  high-risk 
situations  for  relapse 

DESIGN  FEATURES 

50-item  questionnaire 

ADMINISTRATION 

Self-administered,  self-report  questionnaire  in  booklet  form,  or  com- 
puterized format 

ABSTRACT 

The  IDTS  was  developed  as  a situation-specific  measure  of  drug  use  that  can  be  used  to  identify  an  individual’s 
high-risk  situations  for  relapse.  The  client  responds  separately  to  each  major  drug  of  abuse. 

There  are  eight  categories  of  drug-taking  situations  assessed  by  the  questionnaire.  These  include:  Unpleasant 
Emotions,  Physical  Discomfort,  Pleasant  Emotions,  Testing  Personal  Control,  Urges  and  Temptations,  Conflict 
with  Others,  Social  Pressure  to  Use  Drugs,  and  Pleasant  Time  with  Others.  CUents  indicate  on  a 4-point  scale 
(never,  rarely,  frequently,  almost  always)  the  frequency  with  which  they  used  the  drug  over  the  past  year  in 
each  of  50  situations.  Subscores  across  the  eight  types  of  risk  situations  provide  a drug-taking  risk  profile  for 
that  client. 


REPORTS 

Annis,  H.M.,  &.  Graham,  J.M.  (In  press).  Inventory  of  Drug-Taking  Situations  - User’s  Guide.  Toronto, 
Ontario:  Addiction  Research  Foundation. 

AVAILABLE  FROM: 

Helen  M.  Annis,  Addiction  Research  Foundation,  33  Russell  Street,  Toronto,  Ontario,  Canada,  MSS  2S1. 
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DRUG  USE  SCREENING  INVENTORY  (DUSI)! 

Domain  I:  SUBSTANCE  USE 
A.  Drug  Preference 

1.  How  many  times  have  you  used  each  of  the  drugs  hsted  below  in  the  last  month?  Put  an  “X”  in  each  box 
that  applies  to  you. 


0 times 

1-2  times 

3-9  times 

10-20  times 

More  than  20 

times 

Alcohol 

Cocaine/crack 

Marijuana 

Stimulants/uppers 

LSD/mescaline 

Tranquillizers 

Pain  killers 

Heroin/opiates 

PCP 

Gases  or  fumes 

Other 

2.  Circle  the  name  of  die  drug  that  you  prefer. 


3.  Shade  in  the  boxes  for  the  drugs  that  you  think  you  may  have  a problem  widi. 


1 


We  reproduce  the  DUSI  here  with  the  kind  permission  of  Dr.  Ralph  Tarter.  He  requests  that  practitioners  and  agencies 
wishing  to  use  it  send  him  a request  for  endorsement,  which  he  will  freely  give.  (Address:  Western  Psychiatric  Institute 
and  Clinic,  University  of  Pittsburgh,  3811  O’Hara  Street,  Pittsburgh,  PA  15213-2593.) 
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Instructions: 

Answer  all  of  the  following  questions.  If  a question  does  not  apply  exactly,  answer  according  to  whether  it  is 
mostly  yes  or  mostly  no.  Answer  the  questions  as  if  they  apply  to  you  within  the  past  year  and  leading  up  to 
the  present  time.  Put  a check  mark  in  the  “yes”  or  “no”  space. 

B.  Drug  Involvement 


Yes  No 


1 . Have  you  ever  had  a craving  or  very  strong  desire  for  alcohol  or  drugs? 

2.  Have  you  ever  had  to  use  more  and  more  drugs  or  alcohol  to  get  the 

effect  you  want? 

3 . Have  you  ever  felt  that  you  could  not  control  your  alcohol  or  drug  use? 

4.  Have  you  ever  felt  that  you  were  “hooked”  on  alcohol  or  drugs? 

5.  Have  you  ever  missed  out  on  activities  because  you  spent  too  much 

money  on  drugs  or  alcohol? 


6.  Did  you  ever  break  rules  or  break  the  law  because  you  were  high  on 
alcohol  or  drugs? 


7.  Do  you  change  rapidly  from  very  happy  to  very  sad  or  from  very  sad 

to  very  happy  because  of  drugs 

8.  Have  you  ever  had  a car  accident  after  using  alcohol  or  drugs? 


9.  Have  you  ever  accidentally  hurt  yourself  or  someone  else  after  using 

alcohol  or  drugs? 

10.  Have  you  ever  had  a serious  argument  or  fight  with  a friend  or  family 

member  because  of  your  drinking  or  drug  use? 

11.  Have  you  ever  had  trouble  getting  along  with  any  of  your  friends 

because  of  alcohol  or  drug  use? 

12.  Have  you  ever  experienced  withdrawal  symptoms  following  use  of 

alcohol  or  drugs  (e.g.,  headaches,  nausea,  vomiting,  shaking)? 

13.  Have  you  ever  had  a problem  remembering  what  you  had  done  while 

you  were  under  the  effects  of  drugs  or  alcohol? 

14.  Do  you  like  to  play  drinking  games  when  you  go  to  parties? 


15.  Do  you  have  trouble  resisting  using  alcohol  or  drugs? 
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Domain  U:  Behaviour  Patterns 

Yes 

1.  Do  you  argue  a lot? 

2.  Do  you  brag  a lot? 

3.  Do  you  tease  or  do  harmful  things  to  animals? 

4.  Do  you  yell  a lot? 

5.  Are  you  stubborn?  I 

6.  Are  you  suspicious  of  other  people?  I 

7.  Do  you  swear  or  use  dirty  language  a lot?  f 

8.  Do  you  tease  others  a lot? 

9.  Do  you  have  a bad  temper? 

10.  Are  you  very  shy? 

1 1 . Do  you  threaten  to  hurt  people? 

12.  Do  you  talk  louder  than  other  kids? 

13.  Are  you  easily  upset? 

I 

14.  Do  you  do  things  a lot  without  first  thinking  about  the  consequences? 

15.  Do  you  do  risky  or  dangerous  things  a lot? 

16.  Do  you  take  advantage  of  people  if  you  can? 

17.  Do  you  generally  feel  angry? 

18.  Do  you  spend  most  of  your  free  time  by  yourself? 

19.  Are  you  a loner? 

20.  Are  you  very  sensitive  to  criticism? 


No 
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Domain  HI:  Health  Status 

Yes 

1.  Have  you  had  a physical  exam  or  been  under  a doctor’s  care  in  the  last  year?  | 

2.  Have  you  had  any  accidents  or  injuries  that  still  bother  you? 

3.  Do  you  sleep  either  too  much  or  too  httle?  | 

4.  Have  you  recently  either  lost  or  gained  more  than  10  pounds?  j 

5.  Do  you  have  less  energy  than  you  think  you  should  have?  | 

6.  Do  you  have  trouble  with  your  breathing  or  with  coughing? 

7.  Do  you  have  any  concerns  about  sex  or  your  sex  organs?  | 

8.  Have  you  ever  had  sex  with  someone  who  shot  up  drugs?  [ 

9.  Have  you  had  trouble  with  abdominal  pain  or  nausea  in  the  past  year?  [ 

10.  Have  your  eyewhites  ever  turned  yellow? 


No 
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Domain  TV:  Psychiatric  Disorder 

1.  Have  you  ever  intentionally  damaged  someone  else’s  property? 

2.  Have  you  stolen  things  on  several  occasions? 

3.  Have  you  gotten  into  more  fights  than  most  kids? 

4.  Are  you  a fidgety  person? 

5.  Are  you  restless  and  can’t  sit  still? 

6.  Do  you  get  frustrated  easily? 

7.  Do  you  have  trouble  concentrating? 

8.  Do  you  feel  sad  a lot? 

9.  Do  you  bite  your  fingernails? 

10.  Do  you  have  trouble  sleeping? 

1 1 . Are  you  nervous? 

12.  Do  you  get  easily  frightened? 

13.  Do  you  worry  a lot? 

14.  Do  you  have  trouble  getting  your  mind  off  things? 

15.  Do  people  stare  at  you? 

16.  Do  you  hear  things  that  no  one  else  around  you  hears? 

17.  Do  you  have  special  powers  nobody  else  has? 

18.  Are  you  afraid  to  be  around  people? 

19.  Do  you  often  feel  hke  you  want  to  cry? 


Yes 


20.  Do  you  have  so  much  energy  that  you  don’t  know  what  to  do  with  yourself? 
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Domain  V:  Social  Competency 

Yes 

1.  Do  kids  your  own  age  dislike  you? 

2.  Are  you  usually  unhappy  with  how  well  you  do  in  activities  with  your  friends? 

3.  Is  it  difficult  to  make  friends  in  a new  group? 

I 

4.  Do  people  take  advantage  of  you? 

5.  Are  you  afraid  to  stand  up  for  your  rights? 

6.  Is  it  hard  for  you  to  ask  for  help  from  others? 

7.  Are  you  easily  influenced  by  other  kids? 

8.  Do  you  prefer  doing  things  with  kids  much  older  than  you? 

9.  Do  you  worry  about  how  your  actions  will  affect  others? 

10.  Do  you  have  difficulty  standing  up  for  your  opinions? 

11.  Do  you  have  trouble  saying  “no”  to  people? 

12.  Do  you  feel  uncomfortable  if  someone  gives  you  a compliment? 

13.  Do  people  see  you  as  not  being  a friendly  person?  | 

14.  Do  you  avoid  eye  contact  when  talking  to  people? 


No 
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Domain  VI:  Family  System 


Yes 

1.  Has  a member  of  your  family  (mother,  father,  brother,  or  sister)  ever  used  | 
marijuana  or  cocaiue? 

2.  Has  a member  of  your  family  used  alcohol  to  the  point  of  causing  problems  at 
home,  at  work,  or  with  friends? 

3.  Has  a member  of  your  family  ever  been  arrested? 

4.  Do  you  have  frequent  arguments  with  your  parents  or  guardians  which  involve  [ 

yelling  and  screaming? 

5.  Does  your  family  hardly  ever  do  things  together?  | 

6.  Are  your  parents  or  guardians  unaware  of  your  likes  and  dislikes?  [ 

7.  Are  there  no  clear  rules  about  what  you  can  and  cannot  do?  

8.  Are  your  parents  or  guardians  unaware  of  what  you  really  think  or  feel  about 
things  that  are  important  to  you? 

9.  Do  your  parents  or  guardians  argue  a lot  with  each  other?  

10.  Are  your  parents  or  guardians  often  unaware  of  where  you  are  and  what  you  

are  doing? 

1 1 . Are  your  parents  or  guardians  away  from  home  most  of  the  time?  | 

12.  Do  you  feel  that  either  of  your  parents  or  guardians  doesn’t  care  about  you?  | 

13.  Are  you  unhappy  about  your  living  arrangements?  

14.  Do  you  feel  in  danger  at  home?  | 


No 
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Domain  YU:  School  Performance/Adjustment 

Yes  No 

1.  Do  you  dislike  school?  [ | | 

2.  Do  you  have  trouble  concentrating  in  school  or  when  studying?  | [ [ 

3.  Are  your  grades  below  average?  | | j 

4.  Do  you  cut  school  more  than  two  days  a month?  | | | 

5.  Are  you  absent  from  school  a lot?  | | | 

6.  Have  you  thought  seriously  about  quitting  school?  | | | 

7.  Do  you  often  not  do  your  school  assignments?  | | | 

8.  Do  you  often  feel  sleepy  in  class?  | [ | 

9.  Are  you  often  late  for  class?  | | | 

10.  Do  you  have  different  friends  at  school  this  year  than  you  did  last  year?  | | | 

11.  Do  you  feel  irritable  and  upset  when  in  school?  [ | | 

12.  Are  you  bored  in  school?  | | 

13.  Are  your  grades  in  school  worse  than  they  used  to  be?  [ | | 

14.  Do  you  feel  in  danger  at  school?  | | 

15.  Have  you  ever  failed  a grade  in  school?  [ | 

16.  Do  you  feel  unwelcome  in  school  clubs  or  extracurricular  activities?  [ | [ 

17.  Have  you  ever  missed  or  been  late  to  school  because  of  alcohol  or  drugs?  [ | | 

18.  Have  you  ever  been  in  trouble  at  school  because  of  alcohol  or  drugs?  | [ | 

19.  Have  alcohol  or  drugs  ever  interfered  with  your  homework  or  school  | | 

assignments? 


20.  Have  you  ever  been  suspended? 
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Domain  Vni:  Work  Adjustment 

1.  Have  you  ever  had  a paying  job  that  you  were  fired  from? 

2.  Have  you  ever  stopped  working  at  a job  because  you  just  didn’t  care? 

3.  Do  you  need  help  from  others  to  go  about  finding  a job? 

4.  Have  you  been  frequently  absent  or  late  for  work? 

5.  Do  you  find  it  difficult  to  complete  work  tasks? 

6.  Have  you  ever  made  money  doing  something  that  is  against  the  law? 

7.  Have  you  ever  used  alcohol  or  drugs  while  working  on  a job? 

8.  Have  you  ever  been  fired  from  a job  because  of  drugs? 

9.  Do  you  have  trouble  getting  along  with  bosses? 

10.  Do  you  mostly  work  so  that  you  can  get  money  to  buy  drugs? 
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Domain  IX:  Peer  Relationships 

Yes 

1.  Do  any  of  your  friends  regularly  use  alcohol  or  drugs? 

2.  Do  any  of  your  friends  sell  or  give  drugs  to  other  kids? 

3.  Do  any  of  your  friends  cheat  on  school  tests?  | 

4.  Do  your  parents  or  guardians  dishke  your  friends?  | 

5.  Have  any  of  your  friends  ever  been  in  trouble  with  the  law?  | 

6.  Are  most  of  your  friends  older  than  you?  | 

7.  Do  your  friends  cut  school  a lot?  | 

8.  Do  your  friends  get  bored  at  parties  when  there  is  no  alcohol  served?  [ 

9.  Have  your  friends  brought  drugs  or  alcohol  to  parties  in  the  past  year?  | 

10.  Have  your  friends  stolen  anything  from  a store  or  damaged  school  property  | 
on  purpose  during  the  past  year? 

11.  Do  you  belong  to  a gang?  [ 

12.  Are  you  bothered  now  by  problems  you  are  having  with  friends? 

13.  Is  there  no  friend  you  can  confide  in?  | 

14.  Compared  to  most  kids,  do  you  have  few  friends? 


No 
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Domain  X:  Recreation 


1.  Centred  to  most  kids,  do  you  do  less  sports? 

2.  Do  you  usually  go  out  for  fun  on  school  nights  without  permission? 

3.  On  a typical  day,  do  you  watch  more  than  two  hours  of  TV? 

4.  Are  the  parents  absent  at  most  of  the  parties  you  have  gone  to  recently? 

5.  Do  you  exercise  less  than  most  kids  you  know? 

6.  Is  your  free  times  spent  just  hanging  out  with  friends? 

7.  Are  you  bored  most  of  the  time? 

8.  Do  you  do  most  of  your  recreation  or  leisure  activities  alone? 

9.  Do  you  use  alcohol  or  drugs  for  recreational  reasons? 

10.  Compared  to  most  kids,  are  you  less  involved  in  hobbies  or  outside  interests? 

11.  Are  you  dissatisfied  with  how  you  spend  your  free  time? 

12.  Do  you  get  tired  very  quickly  when  you  exert  yourself? 


Yes  No 


Instructions: 

Go  back  over  the  answers  and  make  sure  that  every  question  has  either  the  “yes”  or  “no”  box  filled  in  with  a 
check  mark. 
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Drug  Use  Screening  Inventory 


Summary 

Absolute 

Relative 

Domain 

Total  Score 

Raw  Score 

Problem  Density 

Problem  Density 

I. 

Substance  Use  Bebaviour 

15 

II. 

Behaviour  Patterns 

20 

in. 

Health  Status 

10 

IV. 

Psychiatric  Disorder 

20 

V. 

Social  Skin 

15 

VI. 

Family  System 

14 

vn. 

School 

20 

vm. 

Work 

10 

IX. 

Peer  Relationships 

14 

X. 

Leisure  and  Recreation 

12 

Total 

150 

100 

Overall  problem  density  = total  raw  score  x 100  = 

150 


Scoring  the  DUSI: 

You  can  calculate  three  indices:  the  absolute  problem  density  and  the  relative  problem  density  for  each  domain, 
and  the  overall  problem  density  or  summary  problem  index.  They  are  not  difficult  to  calculate,  and  they  are 
readily  interpretable. 

• The  absolute  problem  density  is  a measure  of  problem  severity  for  each  domain.  Count  the  number  of  “yes” 
answers  in  each  domain  and  enter  the  number  in  the  “raw  score”  column.  The  index  is  calculated  by  dividing 
the  raw  score  by  the  total  number  of  questions  answered  in  that  domain,  and  multiplying  by  100  to  obtain  a 
percentage. 

• The  relative  problem  density  is  a comparison  of  problem  severity  among  all  domains.  First  add  all  the  raw 
scores  together,  and  record  the  total  in  the  space  provided.  Then  divide  this  number  into  the  raw  score  for 
each  domain,  and  multiply  the  result  by  100  to  obtain  the  index  (also  a percentage). 

• The  overall  problem  density  is  a summary  measure  of  problem  severity.  Its  calculation  is  shown  on  the  last 
line  of  the  table  above. 
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THE  FAMILY  ASSESSMENT  MEASURE  (FAM) 


Skinner,  H.A.,  Steinhauer,  P.D.,  & Santa-Barbara,  J.  (1981),  14  pp. 


TARGET  DRUGS 

None 

AGE/GRADE  RANGE 

All  members  of  a family,  10  years  of  age  and  older 

ASSESSMENT  AREAS 

Assesses  family  strengths  and  weaknesses  in  the  following  areas:  task 
accomplishment,  role  performance,  communication,  affective  expression, 
involvement,  control,  values  and  norms 

DESIGN  FEATURES 

134-item  questionnaire 

ADMINISTRATION 

Self-administered  (20-30  minutes  to  complete) 

ABSTRACT 

The  FAM  is  a clinical  diagnostic  tool  that  provides  quantitative  indices  of  family  strengths  and  weaknesses  based 
on  a process  model  of  family  functioning.  The  basic  concepts  assessed  include:  task  accomplishment,  role 
performance,  communication,  affective  expression,  involvement,  control,  values  and  norms.  FAM  consists  of 
three  components:  (1)  a General  Scale  which  focuses  on  the  family  as  a system;  (2)  a Dyadic  Relationships 
Scale  which  examines  relationships  between  specific  pairs;  and  (3)  a Self-Rating  Scale  which  taps  the  individual’s 
perception  of  his/her  functioning  in  the  family.  Subscales  are  also  used  to  assess  response  biases  of  social 
desirability  and  denial. 

Empirical  analyses  have  shown  that  the  FAM  scales  are  reasonably  reliable,  and  that  they  significantly 
differentiate  between  problem  and  non-problem  famihes. 


REPORTS 

Skinner,  H.A.,  Steinhauer,  P.D.,  & Santa-Barbara,  J.  (1983).  The  Family  Assessment  Measure.  Canadian 
Journal  of  Community  and  Mental  Health,  2 (2),  91-105. 

AVAILABLE  FROM: 

Harvey  A.  Skiimer,  Addiction  Research  Foundation,  33  Russell  Street,  Toronto,  Ontario,  Canada,  MSS  2S1. 
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PERSONAL  EXPERIENCE  INVENTORY  (PEI) 


Winters,  K.  & Henly,  G.  (1989),  8 pp. 


TARGET  DRUGS 

Alcohol,  cannabis,  hallucinogens,  cocaine,  stimulants,  tranquillizers,  seda- 
tives, solvents,  heroin,  and  other  narcotics. 

AGE/GRADE  RANGE 

Adolescents  aged  12  to  18  years,  grade  6 reading  level 

ASSESSMENT  AREAS 

Extent  of  substance  use  (frequency,  duration),  perceived  benefits,  and  effects 
of  substance  abuse,  psychosocial  functioning  (patterns  of  drug  use  and 
treatment  responsiveness,  sexual  abuse  and  suicidal  potential) 

DESIGN  FEATURES 

Part  I contains  129  items  relating  to  substance  use.  Part  n contains  147  items 
that  measure  aspects  of  psychosocial  fimctioning 

ADMINISTRATION 

Self-administered,  questionnaire  format,  takes  55  minutes  to  complete, 
computer  scored 

ABSTRACT 

The  PEI  provides  an  assessment  of  the  severity  of  substance  abuse  problems,  as  well  as  interrelated  psychosocial 
problem  areas.  The  PEI  has  been  normed  on  both  chemical  dependency  treatment  centre  and  normal  high  school 
populations.  Standards  are  provided.  This  well-researched  instrument  is  used  as  part  of  the  intake  process  in 
many  American  substance  abuse  programs. 

The  PEI  is  divided  into  two  sections:  chemical  use  problem  severity  and  psychosocial  factors.  The  Problem 
Severity  section  addresses  chemical  use  experiences,  measures  defensiveness,  general  frequency  of  drug  use, 
and  frequency  and  duration  of  specific  drug  use.  The  Psychosocial  section  inquires  about  personal  attitudes, 
behaviours,  habits,  and  characteristics  of  peer  and  family  relationships. 


REPORTS 

Henly,  G.  & Winters,  K.  (1988).  Development  of  Problem  Severity  Scales  for  the  Assessment  of  Adolescent 
Alcohol  and  Drug  Abuse.  InternationalJournal  of  the  Addictions,  23(1),  65-85. 

AVAILABLE  FROM: 

Western  Psychological  Services,  12031  Wiltshire  Boulevard,  Los  Angeles,  CaUfomia  90025. 
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TREATMENT  GOALS  ASSESSMENT 


PATIENT  NAME:  

FILE  NUMBER:  DATE:  

The  following  is  a list  of  goals  that  people  coming  to  treatment  sometimes  have.  Please  put  an  X in  the  box 
beside  any  of  the  goals  that  apply  to  you  at  the  present.  When  you  have  done  that,  indicate  in  the  next  column 
any  goal(s)  that  you  think  you  need  professional  help  to  achieve. 


This  is  one  I need 

of  my  professional 
present  help  to  achieve 
goals  this  goal 

1.  To  deal  with  my  problem  of  alcohol  and/or  drug  use. 


2.  To  learn  to  be  less  tense  or  anxious. 


3.  To  learn  to  stand  up  for  my  rights  better,  and  to  be  able  to  express  good  or 
bad  feelings  directly. 


4.  To  improve  my  relationship  with  members  of  my  family  (spouse,  children, 
parents,  etc.). 


5.  To  be  able  to  get  along  better  socially. 


6.  To  improve  my  abihty  to  find  and  keep  a job. 


7.  To  learn  to  use  my  leisure  time  better. 


8.  To  improve  the  nature  of  my  living  arrangements. 


9.  To  deal  effectively  with  legal  problems  diat  at  the  present  confront  me. 


10.  To  deal  effectively  with  financial  problems  that  at  the  present  confront  me. 


11.  To  increase  my  understanding  of  sexual  problems  and  sexual  behaviour. 


SUMMARY 

How  many  goals  have  you  indicated?  

Of  the  goals  you  indicated,  which  are  the  most  important  for  you  to  solve  at  the  moment? 

My  first  most  important  goal  is  # 

My  second  most  important  goal  is  it  

My  third  most  important  goal  is  it  

My  fourth  most  important  goal  is  it  
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